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Great  injustice  [is] done  to the insane  by confining  them
in Jails  and Houses  of  Correction....This  state of  things
unquestionably  retards  the  recovery  of  the  few  who  do  recover
their  reason  under  such  circumstances,  and may  render  those
permanently  insane,  who,  under  other  circumstances  might
have  been  restored  to  their  right  mind....The  confinement  of the
criminal  and the  insane  in  the  same  building  is  subversive  of
that  good  order  and discipline  which  should  be observed  in
every  well-regulated  prison.
Dorothea  Dix  (1843)
There  is  always  an  easy
problem-neat,  plausible,  and
solution  to  every  human
wrong.
H. L. Mencken  (1917)
...xn)usticc  and inefficiency  invariably  flow  from  any
blending  of the criminal-law  and mental  health  powers  of  the
state. Each is sufficient  unto  itself  to achieve  a just  balance
between  freedom  and authority...when  they  are  mixed
together,  only  the likelihood  of injustice  is  added.
:Mml
Norval  Monis  (1982)
Mental  illness and drug dependence  are not cured  by
pumttve  measures.  Left untreated,  they  lie  in  ambush  just
beyond  the  prison  wall.
Bert Pepper. Nora Albert  and Hi)ary  Ryglewicz  (1993)
ACKNOThMENTS
I want  to  thank  all of  the county  and state  personnel  who
provided  information,  either  m  the  form  of  documents  or interviews,
for  this  study.  I have  respected  the  agreement  with  interviewees
and  contributors  regarding  anonymity  by  not  including  their  names
here.  Nonetheless,  the research  could  not  have  been  done  without
their  assistance,  and  their  contributions  are  important  and
appreciated.
Although  I was  unable  to  interview  the two  forensic
psychiatrists  who  visit  residents  at  the  jail  and workhouse  because  of
scheduling  conflicts,  I  appreciate  the  assistance  I received  on  short
notice  with  registration  for  the  Annual  Scientific  Meeting  of the
American  Academy  of Psychiatry  and The  Law,  Midwest  Chapter.  at
which  Michael  Perlin,  J.D.  was  a guest  speaker.
Thank  you  to  Dr.  Bert  Pepper,  who  responded  to  my  e-mail
request  for  difficult-to-obtain  material  on  transinstitutionalization.
Thank  vou.  also,  to the  Utah  Department  of  Corrections  for  informa-
tion  on  the  Orange  Street  Community  Center  program.
Dr.  Gcorge  Palermo  gavc  permission  to  use  the  Palermo,  Smith,
& Liska  1991  studies  on  "Jails  Versus  Mental  Hospitals:  A Social
Dilemma"  and  "Jails  Versus  Mental  Hospitals:  The  Milwaukee
Approach  to  a Social  Dilemma"  for  research  methodology.  Dr.
Maurice  Smith  responded  to  my  plea  for  statistical  data  assistance
promptly  when  asked.  and  I am  grateful  for  his  expertise.
Thank  you  to  Wilder  Research  Center  for  data  on  homelessness
from  their  October  27,  1994,  statewide  survey.  The  focus  of  this
studv  narrowed.  and while  I was  unable  to  use  the  data-  on  case
management,  residential  facilities,  regional  treatment  centers'
admissions  and  discharges,  and  homelessness  obtained  from  Wilder
Research  Center.  State  Operated  Services.  and  various  departments  in
the  county,  the  information  helped  me  understand  the  related
available  community  support  issues.
Thank  you  to  my  inteniship  supervisors,  Kari  Neathery  and
Shelly  Zuzek,  Minneapolis  Human  Services  Network,  who  endured  my
fragmented  self  as  I stniggled  to  complete  my  internship  while
juggling  time  between  my  job,  coursework,  and research  for  this
v
Abstract
An  Historical  Perspective  of  Mental  Health  and Criminal  Justice
Policies:  Cunent  Policies  in an Urban  County  for  Offenders  With
Mental  Illness.
Limited  Policy  Analysis  and Descriptive  Empirical  Research
Carol  Cochran
January  1999
This  descriptive  study  investigates  whether  offenders  with
mental  illness  are  diverted  from  the  criminal  justice  system  to  the
mental  health  system  in  an  urban  county.  Interviews  were
conducted  with  key  decision  makers  to  determine  policy  and
procedures.  Admissions  to  the  county  medical  center  psychiatric
unit  were  correlated  with  arrests  and  in-custody  county  jail  data  for
years  1985-87  and  1995-97.
Intcrvicws  reveal  offenders  with  mental  illness  are  detained  in
jail  while  awaiting  mental  health  scrccnmg  and court  dispositions.  If
competent,  offcndcrs  with  mental  illness  can  be  sentenced  to  a cor-
rections  facility  to  serve  their  sentences  with  the  general  population.
If  incompetent  to  stand  trial  in  criminal  court,  offenders  with  mental
illness  are  referred  to  the  mental  health  system  for  treatment.
The  quantitative  findings  of increased  psychiatric  admissions
and decreased  jail  bookings  suggest  that  persons  with  mental  illness
may  be diverted  from  jail.  After  booked  and in  custody,  the
psychiatric  admissions  decreased.  Policy  recommendations  include
early  identification  of offenders  with  mental  illness  and diversion  to
the  mental  health  system.
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Chapter  I:  Introduction
I come  to present  the  strong  claims  of  suffering  humanity.
I come  as  the  advocate  of  helpless,  forgotten,  insane  and
idiotic  men  and women;  of  beings,  sunk  to a condition
from  which  the  most  unconcerned  would  start  with  real  honor.
Dorothea  L. Dix,  Memorial  (1843)
Deinstitutionalization  of  persons  with  mental  illness  from  state
hospitals  to  communities  which  were  unprepared  to  provide  needed
services  and continuity  of care  correlates  with  national  data  that
show  an  incrcase  in  homclessness  and in  persons  with  mental  illness
in jails  and prisons.
This  study  seeks  to determine  if  there  has  been  an  increase  of
county  residents  with  mental  illnesses  (primarily  schizophrenia,
schizoaffcctive,  clinical  depression,  and  bipolar  disorders)  within  the
criminal  justice  system.  Is  the  trend  in  the  county  following  the
national  trend  that  suggests  a positive  correlation  between  deinstitu-
tionalization  and the  transference  of persons  with  mental  illness
from  the  mental  health  system  to the  criminal  justice  system?
This  study  seeks  to answer  that question  by  describing  the
available  community  and institutional  resources  for  offenders  with
mental  illness  in the  county,  the  policies  and procedures  within  the
county's  mental  health  and  criminal  justice  systems,  and  whether
offenders  with  mental  illness  are  being  diverted  into  the  mental
health  system  or  the  criminal  )11stice  system.
The literature  of several  researchers  provides  the  basis  for  the
rationale  of this study,  including:  McFarland,  Faulkner,  Bloom,
Hallaux,  & Bray,  1989: Morrissey  & Goldman.  1984;  Nash  & Argyle,
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above.  Most  studies  have  been  on  the percentage  of  inmates  with
mental  illness  within  the jails  or prisons.
Annual  data  have  not  been  kept  on  the  number  of  inmates
with  special  needs  arrested  or detained  in  the jail  and workhouse
within  the  studied  county.  Special  needs  is  defined  by  inclusion  of
the  developmentally  disabled,  mentally  retarded,  organic  brain-
damaged,  and  dually-diagnosed  chemically  dependent  and  mentally
ill.  If  persons  with  these  disabilities  were  added  to  the  estimated
number  of  persons  with  mental  illness  who  could  become  involved
with  the  criminal  )ustice  system,  the  figure  would  be  higher.
This  study  is  timely  because,  according  to  Dennis  Johnson
(1997),  Minnesota  Department  of  Human  Services,  Minnesota  is
downsizing  its  state  mental  hospitals  (RTCs)  by  transferring  residents
to  community  programs  and reducing  the  number  of state  hospital
admissions  of  new  commitments  as  part  of  The  Mental  Health  Pilot
Projects  (Initiatives).  Implementation  of The  Mental  Health  Pilot
Projects  (Initiatives)  makes  this  study  relevant  because  the  projects
include  state  dcinstitutionalization  of persons  with  mental  illness,
which  will  increase  placements  in  the  community.  Adequate
community  mental  health  resources  for  persons  with  mental  illness
being  transferred  or  diverted  from  the  state  hospitals  are  necessary
for  these  projects  to succeed.  Available  housing  is  an  example  of  one
of many  resources  needed  in  the  community.
Funding  appropriations  by  the  federal,  state,  and  county
governments  at  a time  of budget  reductions,  including  the  possible
transition  to  county-based  managed  health  care,  are  too  diverse  and
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low-income  housing  crisis,  and the state downsizing  of RTCs are
significant  events  occurring  almost  simultaneously.  Overcrowding  in
the  Hennepin  County  Adult  Detention  Center  (ADC-jail)  and state
prisons,  and  the  reduction  in  homeless  shelter  beds,  both  affecting
persons  with  mental  illness,  increase  the  importance  of  relationships
among  these  events  and  make  examination  of  public  policy
necessary.
To  fully  understand  these  dynamics,  there  are  several
questions  which  could  be  asked.  One  question  which  is  beyond  the
scope  of  this  research  and needs  to  be  answered  by  future
researchers  is  whether  the  various  budget  reductions  are  actual
reductions  or  a transfer  of  costs  to  other  service  systems.  Other
questions,  equally  important,  or  perhaps  more  important,  are
whether  the  community  supports  are  adequate  for  successful
transfer  of  persons  with  long-term  care  needs  and,  funher,  is  the
transfer  in  the  best  interests  of  the  consumers  of  services  and the
community'?
Over  one  hundred  years  ago,  Dorothea  Dix  began  her  reform
crusade  in  support  of  the mentally  ill in jails  and prisons.  She  was
instrumental  in  creating  the  asylum  system  as  a sanctuary  for  the
mentally  ill.  The  psychopathic  hospitals  and  treatment  centers
followed  and  expanded  state,  and  then  later,  federal  responsibility
for  persons  with  mental  illness,  especially  the  indigent  (Morrissey  &
Goldman,  1984).
Professional  literature  and  research  that  have  followed  the
community  mental  health  movement  and  deinstitutionalization  since
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The  motivation  for  this  study  comes  from  observing  the pain
and  frustration  experienced  by  family  members  of  persons  with
mental  illness  who  have  become  caught  in  the  criminal  justice
system.  Various  newspaper  articles  (e.g.,  The  Mental  Health
Advocate,  The  Miami  Herald  and  The  New  York  Times)  made  it
imperative  to  investigate  the  situation  in the  county.  A reference  to
Morrissey  & Goldman's  1984 research  led to  the works  by  other
researchers,  including  two  studies  by  Palermo,  Smith,  & Liska  in
1991,  whose  work  focused  on  Milwaukee  County  (WI).  Curiosity
spurred  interest  in  how  Hennepin  County  compares  with  the
research  on  Milwaukee  County.  A  study  of  the  total  components  of
both  systems  is  too  expansive  for  this  limited  research.  This
research  focuses  on  a small,  but  important,  segment  of  the  two
complex  and  fragmented  systems.
The  purpose  of  this  study  is  to  answer  the  research  question
regarding  state  deinstitutionalization  and  an  increase  in  persons  with
mental  illncss  in  the  criminal  justice  system  in  the  county.  County
policies  and  procedures  for  offenders  with  mental  illness  are
described  for  reflection  by  policymakcrs,  administrators,  service
providers,  advocates,  family  members,  and  consumers  of mental
health  services.  Ideally,  that  reflection  would  lead  to  a new  cycle  of
reform  to  improve  the  care  and  treatment  of  mentally  ill  persons
within  the  community,  especially  those  involved  with  the  criminal
justice  system.  Reform  could  also  help  persons  with  mental  illness
find  the  asylum  they  need,  in  the  true  meaning  of the  word,  whether
in  the  community  or  in  an  institutional  setting.
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occurred.  The  Community  Support  System  is  a debatable  fourth
cycle.
History  of  Mental  Health  Policy
First  cycle:  moral  treatment  (1800-1900).
The  first  cycle,  moral  treatment,  began  in  the  early  nineteenth
century  by  a Congregational  minister,  Reverend  Louis  Dwight,
founder  of  the  Boston  Prison  Discipline  Society  in  1820,  and included
the  development  of asylums  for  persons  with  mental  illness
(Morrissey  & Goldman,  1984:  Torrey,  et al.,  1992,  p. 8).  The
movement  was  named  moral  treatment  because  the  focus  was  on
environmental,  humane  care,  similar  to  present  day  milieu  therapy
and psychosocial  rehabilitation.  Dorothea  Dix,  in  1841,  continued  the
work  Dwight  began  in  Boston  and is  credited  with  opemng  at least  30
state  psychiatric  hospitals  in  Massachusetts  and  other  East  Coast
states  (Morrissey  & Goldman:  Pepper,  1995:  Torrey,  ct al., p.  8).
In  1854,  Dix  )obbied  Congress  For fcderal  funds  from  land  sales
to  build  state  mental  hospitals.  The  legislation  passed.  but  was
vetoed  by  President  Pierce,  who  did not  want  to  set  a precedent  that
involved  the  federal  government  with  state  responsibility  for  care  of
persons  with  mental  illness  (Grob,  1994,  p.  97:  Rochefort,  1989,  p.
174: Torrey,  1988,  p.  54).
In  1880,  the  first  complete  census  of persons  with  mental
illness  in  the  United  States  was  conducted  as part  of  the  federal
census  (Torrey,  et al.,  1992,  p.  8).  Of  the nearly  92,000  persons  with
mental  illness,  55  percent  were  institutionalized.  with  only  397  (0.4
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for  life  and  custodial  care  at lowest  cost  was  expected  (Morrissey  &
Goldman).  A  two-ciass  system  developed  when  the  wealthy  sent
their  mentally  ill  to  private  hospitals  and the  poor  were  sent  to  state
asylums  for  custodial  care  (Morrissey  & Goldman).
Second  cycle:  mental  hygiene  movement  (1900-1950).
The  second  cycle,  the  mental  hygiene  movement,  began  in  the
early  twentieth  century  with  the  development  of psychopathic
hospitals  for  treatment  (Morrissey  & Goldman,  1984).  In  A  Mind
That  Found  Itself,  Clifford  Beers,  a consumer  and advocate,  along
with  the  help  of  Adolph  Meyer  and William  James,  expanded  the
reform  brought  by  the  moral  hygiene  movement  (Morrissey  &
Goldman).  The  movement  was  influenced  by  the  concept  of
treatability  and  focused  on  early  intervention  in  acute  cases.
According  to  Morrissey  and  Goldman  (1984),  "between  1903
and  1950,  the  number  of  patients  in  state  mental  hospitals  increased
by  240 percent  (from  150,000  to  512,500),  a rate  of  growth  nearly
twice  as large  as the increase  in the u.s. population  as a whole"  (p.
788).
New  York  had set a precedent  in  1890  by  assummg  full
financial  responsibility  at the  state  level  for  care  and  treatment  of
persons  with  mental  illness  and,  shortly  after,  the  state  asylum  name
was changed  to state  mental  hospital  (Morrissey  & Goldman).  State
hospitals  provided  minimal  levels  of care  for  persons  with  mental
illness  not  able  to provide  for  themselves  (Morrissey  & Goldman).
Awareness  of public  mental  health  needs  became  more
Auoshura.  [:olleas  Librarv
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rehabilitation  services...;  and  (d)  expanded  mental  health  education"
(Bloom,  1984,  pp.  19-20:  Fellin,  p. 61).
Based  on  that  report,  President  Kennedy  decided  to sign  the
Community  Mental  Health  Centers  Act  of  1963,  which  created  federal
support  for  the  Community  Mental  Health  Centers  (CMHCs).  The
third  cycle  of reform,  community  mental  health  and  deinstitutional-
ization,  had  begun.
In 1961, Erving Goffman, a sociologist, published %,  a
one-year  qualitative  research  study  on  the  social  ]ife  of patients  at
St. Elizabeth's  Hospital  in Washington,  DC.  Goffman  describes  the
institutional  life  of residents  at St.  Elizabeth's  from  the  point  of view
of the residents  (1961,  pp. ix-x).  Goffman,  a critic  of  large  institu-
tions,  identifies  the  characteristics  of total  institutions  and  how  they
function  as a "barrier  to  social  intercourse  with  the  outside...  (p.  4).
"Locked  doors,  high  walls.  barbed  wire  cliffs,  water,  forests,  or
moors"  (p.  4)  serve  to  separate  the  institutionalized  from  society  (p.
56).  Goffman  also  classifies  institutions  by  their  function  and degree
of rcstrictiveness  from  society  and describes  them  as "large  blocks  of
managed peop]e [andl small supervisory staff.... Each conceives  of the
other  stereotypically  and social  mobility  between  the  two  is  distant"
(p. 7).  Goffman  attributes  the dominance  of  these  )arge,  public
mental  hospitals  to  the  families'  powerful  role  as major  decision-
makers  regarding  commitment  of other  family  members.  Physicians
were  strongly  influenced  by  the  requests  and  testimonies  of family
members,  and commitments  were  made  with  ease  based  on  these
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Security  Act  made  it possible.  Transfer  of persons  with  mental  illness
to  the  community,  especially  the  elderly,  who  could  be  transferred  to
nursing  homes  after  the  enact-ment  of Medicaid,  has  been  compared
to opening  a flood  gate.  State  hospital  residents  were  discharged  in
droves  (Tessler  & Goldman,  p.  11).
Deinstitutionalization  occurred  in  two  phases.  The  first  phase,
1955-1966,  involved  state  hospital  downsizing  policies  that  released
long-term  residents  into  the  community  and  included  shorter
hospital  residencies  and  earlier  discharges  for  new  admissions.  The
second  phase,  1965-1980,  included  rapid  census  reductions,  leveling
off  of  number  of  admissions,  and a focus  on  brief  hospital  stays  for
crisis  stabilization.  The  result  was  a dramatic  decline  in  hospital
population  (Morrissey  &  Goldman,  1984).
Deinstitutionalization  was  a progressive  concept  in  mental
health  and  had  good  intentions:  humane  treatment  and  freedom  for
persons  with  mental  illness  to  live  in  the  least  restrictive  environ-
ment  (Grob,  1994,  p.  304;  Palermo,  Smith,  & Liska,  1991a;  Rochefort,
1993,  p.  214).  Deinstitutionalization  brought  benefits  to  many
persons  with  mental  illness  (Grob,  p.  309).  While  some  researchers
recognize  the  benefits  of dcinstitutionalization  and  its  good  inten-
tions.  others  have  focused  on  the  latent  consequences  of homeless-
ness and an  increase  in  involvement  by  persons  with  mental  illncss
with  the  criminal  )ustice  system.
It  appears  from  the  deinstitutionalization  research  that  the
results  arc mixed.  According  to Ann  Braden  Johnson  (1992,  p.  178),
deinstitutionalization  didn't  change  anything,  but  added  to  the
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planning  and  implementation  of services  between  the  states  and
communities  increased.  States  had mental  hospitals  to  support  with
their  focus  on institutional  psychiatry,  and communities  had CMHCs
to  support,  with  their  focus  on  community-controlled  mental  health
services.
Fourth  cycle:  community  support  services  and  community
support  programs  (1970s-present).
In  the  1970s,  during  the  Carter  administration,  the  community
mental  health  movement  began  a transitional  phase  as a result  of the
1977 General  Accounting  Office's  final  report  on  state  mental  hospital
deinstitutionalization  and  the  President's  Commission  on  Mental
Health's  1978 assessment  (Morrissey  & Goldman,  1984).  The  report
and assessment  concluded  that the  CMHCs  were  unable  to  meet  the
social  needs  of the serious  and persistent  mentally  ill  in  the  commu-
mty  and  additional  community  supports  were  needed.
In  response,  the  National  Institute  of Mental  Health  supported
the legislative  creation  of the  Community  Support  Program  (CSP).
The CSPs, part of the Community  Support  System  (CSS),  were  charged
with  providing  services  to  persons  with  serious  and  persistent
mental  illness  (SPMI)  in  the  community  who  needed  case  manage-
ment  with  medical  and  mental  health,  crisis  counseling,  supportive
living,  and psychosocial  rehabilitation  (Morrissey  &  Goldman).
Morrisscy  and Goldman  refer  to the development  of CSPs  as the
possible  fourth  cycle  of mental  health  policy  reform.
Community  Support  Programs  (CSPs)  were  created  to  rectify
the failures  of the Community  Mental  Health  Centers  to  meet  the
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individuals,  groups,  and the larger  community.  Biegel,  et al.  further
modify  the  definition  into  three  sub-categories:  (a) direct  support,  (b)
indirect  support,  and (c)  social  adjustment  support  (p.  26).  Direct
support  is  provided  by  family,  friends,  and  co-workers;  indirect
support  through  group  interaction  and  participation;  and  social
adjustment  support  by  attachment  to  the  community-at-large,  work,
and through  neighborhood  contacts.  Ideally,  CSS goals  would  include
assisting  persons  with  mental  illness  to  obtain  social  support  at  all
threc  levels  (Biegel  & Naparstek).
Between  1955  and  1980,  the  resident  population  of state
mental  hospitals  was  reduced  by  75 percent  and  more  than  700
Community  Mental  Health  Centers  (CMHCs)  were  created.  These
CMHCs  served  50 percent  of the national  population  (Morrissey  &
Goldman,  1984).  However,  the  shift  from  state  mental  hospitals  to
community  clinics  and services  did not  solve  the  problem  of chronic
mental  illness.  Many  argue  that  the  shift  has  increased  the  problem
because  community  clinics  and  services  were  not  prepared  to  treat
persons  with  serious  and  persistent  mental  illness  (Morrissey  &
Goldman).
In  1980, The National  Plan for the Chronically  Mentally  Ill was
developed  by  the  Carter  administration,  but  was  never  endorsed  by
the administration.  Instead,  the  Mental  Health  Systems  Act  of 1980
was passed.  This  legislation  enabled  states  and  local  agencies  to
receive  federal  funds  to establish  CSSs.  The promising  start of  this
act came to an abnipt  halt, however,  in  1981,  with  the  passage  of the
Omnibus  Budget  Reconciliation  Act (OBRA)  (P.L.  97-35),  which
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Foresight  demands  that we remain  skeptical  of policies  that ignore
the  long-term  care  needs  of  persons  with  serious  and persistent
mental  illness  (SPMI)  as  plans  are developed  for  the financing  and
delivery  of  services  in  the  future  (Morrissey  & Goldman).
Over  a twenty  year  period,  the patient  population  of  all state
mental  hospitals  decreased  by  322,000  (560,000  in  1955, 428,000  in
1969 and 238,000  in  1974)(Pogrebin  & Poole,  1987).  Many  of these
patients  were  discharged  into  the  community  before  the  community
was  prepared  to  provide  all  the  services  needed  (Pogrebin  & Poole).
Many  community  clinics  were  not  prepared  to  treat  persons
with  serious  and persistent  mental  illness  (SPMI)  who  had been
discharged  from  the  state  hospitals  (Morrissey  & Goldman,  1984;
Nash  & Argyle,  1984:  Pogrebin  & Poole,  1987).  The  CMHCs  used
acute  care  treatment  and brief  therapy,  which  did  not  meet  the
needs  of many  persons  with  serious  and  persistent  mental  illness
(LaFond  & Durham,  1992,  p.  154).  The  community  experienced  an
increase  in  homeless  persons  with  mental  illness,  some  of whom
became  involved  with  the  criminal  )usticc  system  (Nash  & Argle;
Pogrebin  & Poole:  Shenson,  Dubler,  & Michaels,  1990:  Toch  & Adams,
1987: Torrey,  1988,  p.  6: Torrcy,  ct al.,  1992,  p.  38: & Whitmer,
1983).
According  to  Becker  (1993),  funding  for  community  mental
health  efforts  has  been  hindered  by  costly  state  hospital  programs.
Becker  argues  that  political  gridlock  occurs  and  prevents  expansion
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research  by  Weisbrod,  et al. and Stein  and Test  (Mechanic,  1989a,  p.
173).  "The  Dix-Mann  formula  for  public  funding  of mental  hospital
care remained  the rule  nationwide  until  1954...."  (Johnson,  A., p.  89).
In  1994,  New  York  State  passed  the  Community  Mental  Health
Services  Act,  an  attempt  to  reduce  state  hospital  census  and cost  by
including  community  funding  sources  (pp.  88-89).  Since  then,
mental  health  financing  has  been  a "shell  game"  between  federal,
state,  and local  resources  (pp.  87-88).
Changes  in  family  structure  and the  roles  of  individual  family
members  are  societal  reasons  for  needed  community  support  for
persons  with  mental  illness  (Horwitz  & Mullis,  1998).  Many  families
are no  longer  able  to  care  for  their  family  members  with  mental
illness  as they  did in  the past because,  in  most  families  with  two
adult  heads-of-household,  both  adults  work  outside  the  home.  In
addition,  many  arc  single,  adult  head-of-household  families,  and  the
single  parent  must  work.  Inability  to  care  for  family  members  is
only  one  of several  consequences  from  a weakened  family  structure.
Individuals  become  the basic  unit  of society,  which  weakens  the
community,  also.  Consequences  of a weak  community  include  a
decrease  in  control  of social  deviance.  For  persons  with  mental
illness,  an  advantage  in  the  decreased  control  is  that  they  may  be
more  accepted  for  being  different  and  may  have  more  individual
freedom.  However,  a disadvantage  is  the  loss  of  paternalistic
protection  and asylum  (Horwitz  & Mullis).
The  community  support  system  focuses  on  direct  care  and
rehabilitation  of the  mentally  ill,  represented  in  form  by  community
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comprehensiveness,  continuity,  indirect  services,  and inclusion  of
environmental  factors.
Bloom  (1984)  further  states  that  community  mental  health
may  not  cost  less  than  institutional  care and may cost more.  Persons
with  mental  illness  can  be  warehoused  and isolated  in custodial
facilities  in  the community  as well  as in an institution.  There has not
been  evidence  that  community  mental  health  has a better  clinical
record  for  improving  the  mental  health  of  persons  than  does  the
institution  (Bloom).
Summary.
According  to  Morrissey  and Goldman  (1984),  the three  major
cycles  of  reform  share  three  characteristics:  (a) Each  focused  on early
treatment  as  prcvcntivc  of long-term  disability,  but  in  practice,
custodial  care  became  primary,  and  treatment  bccamc  secondary;  (b)
each  suffered  from  a lack  of  sufficient  public  funding  and resources
that  has  contributed  to  the  current  pluralistic,  diverse  mental  health
system;  and  (c)  cach  failed  to  prevent  chronicity  and change  the  care
or condition  of  persons  with  mental  illness  in  any  major  way.
Mental  health  includes  direct  and  indirect  services  and
involves  all  branches  of government:  legislative,  executive,  and
judicial.  The  mental  health  system  is  comprised  of many  sub-
systems:  (a)  federal,  state,  county,  and  municipal  government
agencies:  (b)  Fcderal  and  state  legislative  bodies;  (c)  federal  and  state
courts;  (d)  private,  for-profit,  and  nonprofit  professional  scrvicc
providers:  (c)  advocacy  groups:  and  (f)  consumer  groups  (Fellin,
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Mental  health  policymakers,  planners,
Society  still  struggles  with  the dilemma  of  care  for persons
with  chronic  mental  illness  after  deinstitutionalization.  The  last  150
years  confirm  that  mental  illness  must  be  considered  in  terms  of
long-term  care,  even  in  the  community,  or,  more  accurately,
especially  in  the  community,  and not  treated  as  a short-term  illness
(Morrissey  &  Goldman,  1984).
and funding  sources  at  all levels  of  government  need  to  support
long-term  continuity  of care  for  persons  with  mental  illness  if society
wants  mental  health  services  to  progrcss  beyond  the  rcvolving  door.
Mental  health  policymaking  has  been  cydic.  Trends  in  thinking
and practice  have  risen  to  popularity  and  fallen  from  the  crest
(Armour,  1989,  p.  175:  Rochefort,  1989,  p.  13).  Long-  and short-
wave  cycles  begin  with  socioeconomic,  political,  or  military  crises  and
continue  with  "the  Columbus  complex,"  the  forgotten  is  rediscovered
(Armour,  pp.  175-177).
History  of  Corrections/Criminal  Justice  Policy
Overvicw.
Unimaginable  cruelty  pervaded  society's  carly  attempts  to
maintain  social  order  by  punishing  criminals  (Clear  & Cole,  1986,  p.
59).  The  focus  of this  literature  review  section  is  on  criminal  justicc
and corrections  policies,  and how  those  policies  affect  offenders  with
mental  illness.  Complex  definitions  of crime,  causal  theories,  and
philosophical  ideologies  are  not  addressed,  other  than  to  note
changes  in  social  dynamics  that  have  influenccd  corrections'  policies.
A crime  is  "an  act committed  or omitted  in  violation  of  law...for  which
an adult  can be punished....  (Allen  & Simonsen,  1992,  p.  661).
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Public  witness  of punishment  was  used for  deterrence  as a means  of
law  enforcement.  Branding,  cutting  off  body  parts,  and slitting
nostrils  were  common  for  lesser  crimes  that  were  not capital  offenses
(Clear  & Cole,  1986,  p. 59).
The  Age  of Enlightenment,  1700-1800,  brought  change  in
England.  Punishment  became  less  harsh  than  during  the  previous
centuries,  with  a shift  from  physical  punishment  to  incarceration
(Allen  & Simonsen,  1992,  p. 18).  Persons  were  no Ionger  detained  in
prison  to  receive  physical  punishments  (torture),  but  were  sent  to
prison  for  the  incarceration  itself  to  be  the  punishment.
In Colonial  America,  under  the control  of the Duke  of York,
punishments  were  similar  to  England's  until  the  Revolutionary  War
in  1776.  After  the  Revolutionary  War,  banishment  to  America,  a
form  of social  revenge,  ended.  Public  humiliation  through  use  of
stocks,  pillory,  dunking  stool,  and tar and  feathers  were  common.
Humanitarian  reform  was  introduced  by  William  Penn  and  the
Quakers,  who  influenced  corrections  in  America  between  1682  and
1718 with  the Quaker  Code.  After  Penn's  death in  1718,  the  Quaker
Code was repealed  and replaced  with  the  harsh  Angelican  Code
(Alien  & Simonsen,  1992,  p. 22).  The Angelican  Code included  capital
punishment  for  13 offenses,  mutilation,  branding,  and  corporal
punishment.
Before  the first  prison  was built  in  Connecticut  in  1773 for  the
purpose  of confining  for solitude  and hard labor  persons  who
committed  felonies,  Houses  of Correction  were  being  used to  detain
persons  who  committed  misdemeanors,  such  as drunkenness  and
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system  for  many  years.  Some  states  still  use  indeterminate
sentences  and  parole,  although  determinate  sentencing  and  the
abolishment  of  parole  has grown  in popularity  (Allen  & Simonsen,
1992,  p.  144).  Indeterminate  sentencing  is  associated  with  the
rehabilitation  model  versus  determinate  sentencing  that  is  associated
with  the retribution  model.  Minnesota  is  one  of  the  states  that
currently  uses  determinate  sentencing.
Prison  systems  have  continued  to  evolve  and  are  classified  by
anticipated  degree  of security  needed  to  prevent  escape  and  control
the  offender  (maximum,  medium,  and  minimum)  and  by  age,  gender.
and offense  (felony  or  misdemeanor)  (Alien  &  Simonsen,  1992,
p. 223).
Correctional  policies  during  the  modern  era,  from  the  1960s  on,
were  influenced  by  the  dramatic  changes  that  occurred  during  that
period:  The  Civil  Rights  Movement:  assassinations  of President
Kennedy,  Martin  Luther  King,  Malcolm  X, and Senator  Robert
Kennedy;  the  Victnam  War:  and protest  marchcs  in  the  streets  (Alien
& Simonsen,  1992, p.  60).  Riots  and demands  for  better  treatment,
including  pnsoner  rights,  occurred  inside  the  prisons.  In  response,
Congress enacted  the Law  Enforcement  Assistance  Act  of 1965
(LEAA)  and the Omnibus  Crime  Control  and Safe  Streets  Act  of 1968,
which made  possible  large  amounts  of federal  funding  to  states  and
local  governments  for  research,  prevention,  and  crime  control  (Alien
& Simonsen,  p.  68).
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these  individual  rights  cases  are discussed  briefly  in the  Mental
Health  and Criminal  Law  section  of  this  chapter.
According  to  Shah  (1972),  criminal  justice  is  a social  system
supported  by  public  taxes  and controlled  by  political  influences
(Allen  & Simonsen,  1992,  p.  63).  Changes  occur  through  internal  and
external  means.  Legislative  and executive  action  at  the  state  and
local  levels  and the  courts,  congress,  and presidential  executive  order
at the  federal  level  are  means  to  external  change.  Changes  that occur
by  administrative  action  within  the  criminal  )ustice  system  are
internally  generated  changes  (Allen  &  Simonsen,  p.  63).
The  criminal  )usticc  system  has  three  distinct  parts  with
interrelated  functions:  "1)  police  and  law  enforcement  agencies;  2)
administration  of )ustice  agencies-courts  and  prosecutors;  and  3)
correctional  agencies"  (Shaw,  1972,  p.  79).  The  correctional  system
consists  of  jails,  rcformatorics,  prisons,  and probation  and parole  in
the community  (p.  91).  Shah uses  the  "three  Rs"  to  classify  the  major
developments  in  corrections:  "...rcvcngc,  restraint,  and  reformation"
(p. 91).  A fourth  "R"  has  been  added  more  recently:  the  restorative
)ustice  model  (Allcn  & Simonscn,  1992,  p.  651).  Restorativc  justice
mcorporatcs  yet another  "R,"  reintegration  (Shah,  p.  91).  The goals  of
restorative  )usticc  and  reintegration  include  making  right  the  wrong
done  by  the  offender  to  the  victim  and  rcintegration  of the  offender
back  into  the  community.  Making  right  the  wrong  donc  by  the
offender  is a continuation  of the principles,  lex talionis  and lex salica,
which  were  the basis  for  pre-Biblical  codes  of  justice  (Alien  &
Simonscn,  pp.  5-6)
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behavior  (Alien  &  Simonsen,  1992,  p.  86).  Indeterminant  sentencing
and parole  are  responses  to  a treatment  ideology.  Moral  treatment,
education  and  traimng,  the  medical  model,  and reintegration  are  all
doctrines  under  a treatment  ideology  (Allen  & Simonsen,  pp.  88-89).
Moral  treatment  was  the  basis  for  early  penalogy.  The  reformatory
contributed  an  educational  and training  focus.  The  medical  model
prevailed  in  the  1920s  and  1930s  under  the  leadership  of Sanford
Bates  and the U. S. Bureau  of  Prisons  (Allen  & Simonsen,  p.  88).
Reintegration,  an  environmental  model,  focuses  on  the  community.
Reintegration  began  in  the  mid-1960s  and  has  gained  popularity
among  community  corrections  advocates  (Allen  & Simonsen,  p.  89).
High  rccidivism  rates,  40 to  70 percent,  and the  related
cxpenses  of incarccration  and court  costs  have  led dccision  makers  to
consider  strategies  under  a prevention  ideology  (Allen  &  Simonsen,
1992, p.  89).  Prevention  includes  probation  and  diversion  programs,
with  a focus  on  individuals  and their  involvement  with  the  com-
munity,  including  schools,  family,  and other  resources.  A screening
process  performed  by  the prosecutor's  office.  the  office  where  all
criminal  charges  originate,  that assesses  whether  it  is  necessary  to
bring  the suspectcd  offender  into  the  criminal  justice  system  is
preventativc,  also.  "An  accused  should  be  screened  out of the
criminal  justice  system  when  the  benefits  to  be  derived  from
prosecution  or diversion  would  be  outweighed  by  the  costs  of such
action"  (Alien  & Simonsen,  p.  175).
LaFond and Durham  (1992)  describe  four  distinctive  eras:  the
Progressive  Era,  1900-1960,  followed  by  the  Liberal  Era  of the  1960s
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A relationship  exists  between  formal  and informal  means  of
social  control  (Horwitz  & Mullis,  1998).  Social  control  depends  upon
the reaction  of  a third  party  to the nature  of  the offense,  offender,
and victim.  When  informal  means  of  control  do not work,  the formal
(the  criminal  )ustice  system)  takes  over  (Horwitz  & Mullis).
Persons  with  mental  illness  and persons  with  other  special
needs  (mental  retardation,  chemical  dependency,  sex  offenders,  and
the  elderly)  are  becoming  a larger  segment  of the jail  and prison
population  (Allen  & Simonsen,  1992,  p.  422).  The funding  crunch  of
the  1990s  and  overcrowding  in  jails  and prisons  have  slowed
progress  on  programs  for  offenders  with  special  needs.  In  many
cases,  the needs  are not being  met (Allen  & Simonsen,  p.  423).
Managing  persons  with  mental  illness  is  a problem  for  the
criminal  justice  system.  According  to  Boone  (1995),  "the  cxtcnt  to
which  mental  illness  is  a problem  among  its  population  is  unknown."
In  fact.  the  majority  of states  have  no  community  data  on  offenders
with  mental  illness  (Boone).  Community  treatment  options  do  not
exist.  and specialized  treatment  is  rare  (Boone).  Many  offenders  with
mental  illness  do not respond  well  to  corrections,  and their  illnesses
may  cxacerbate  because  of conditions  within  the jail  or pnson
faciiity,  which  include  isolation,  excessive  noise,  the  additional  stress
of rules,  and  vulnerability  to  predators  (Boone).
According  to  Pepper  and Massaro  (1992,  p.  3), a network  of
services  is  needed  to  "(l)  prevent  or  divert  individuals  from
incarceration,  (2) follow  them  into  the jails  and prisons.  and (3) be
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(Bonovitz  & Bonovitz,  1981;  Pepper,  Albert  & Ryglewicz,  1993;
Torrey,  1988).  Many  have  dual  diagnoses  of  mental  illness  and
chemical  dependency  (Lehman  & Dixon,  1995, p. 2: Pepper  &
Massaro,  1992;  Shenson,  Dubler,  & Michaels,  1990).
Jails  and prisons  were  built  for  the social  control  of the poor
(Clear  & Cole,  1986,  p.  187;  Shenson,  et al., 1990).  In most  cases,
"only  the poor  are held  in jail  without  bail"  (Sutherland  & Cressy,
1978,  p.  437).
Conditions  in  the  carly  jails  in  America  were  as deplorable  as
those  in  eighteenth  century  England  (Allen  &  Simonsen,  1992,
p.  505).  Men,  women,  and youth  were  crowded  together  in  often
unheated,  unventilated,  filthy  rooms.  Sanitation  was  a major
problem,  and food  was  brought  in  by  family  or  friends,  or sold  by
the  jailers.
Mays  and Thompson  (1991)  define  jails  as the  "ultimate  ghetto"
(p.  3).  Jails  are  the  holding  facility  not only  for  offenders  chargcd
with  felonies  and  misdemcanors  awaiting  court  hearings,  often  in
courts  jammed  with  backloggcd  cases,  but  for  parolees  and  proba-
tioners  in  violation  or their  parole  or  probation,  persons  with  mental
illness.  mental  retardation,  chemical  abuse,  and  offenders  waitmg  to
be  transferred  to  overcrowded  prisons  and  workhouses  that  are  full
and do not have space  for  them  (Alien  & Simonsen.  1992,  p.  506).
According  to Thompson  and Mays  (1991),  "jails  are  not  drunk
tanks.  juvenile  halls,  mental  wards,  or  prisons"  (p.  241)  and cannot
afford  to be  used for  mappropriatc  functions.  Jails  arc  intended  for
short-term  detention.  Actions  by  the  police,  courts.  and legislatures
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When  jails  are  used primarily  for  holding  the  more  seriously  charged
offenders,  and  when  offenders  with  mental  illness  and dnig-related
problems  are  diverted  to  community  programs,  decision  makers  can
assess  which  jail  design  best  serves  community  needs:  a first,  second,
or third  generation  jail  (Alien  & Simonsen,  1992, pp. 507-508).  Early
jail  designs  provided  "...linear,  remote  surveillance,  where  cells  are
lined  in  rows...."  (p.  507).  Inmate  behavior  was  observed  through
bars  and only  intermittently.  Recent  jail  designs  provide  more  direct
surveillance  and  place  staff  in  secure  areas  inside  the  inmate  housing
unit  for  increased  interaction  and  behavior  management.  Inmates
are  housed  in  small,  individual  rooms  with  a windowed  door  for  staff
observation  instead  of cells  with  bars  (p.  508).
One  of the  reasons  jails  are  providing  services  for  offenders
with  mental  illness  is  that  many  do  not  meet  mental  illness  commit-
ment  standards,  although  they  have  a mental  illness  (Kalinich,
Embert  & Scncse,  1991,  p.  79).  Commitment  standards  differ  among
states,  but  usually  include  psychosis  at  the  time  of the  court  hearing
that  prevents  the  person  with  mental  illness  from  being  able  to
participate  in his or her own  defense.  In the past, it was  much  easier
to  transfcr  oFfcnders  with  mental  illness  to  a mental  hospital  in  the
mental  health  system  (Kalinich,  ct al., p.  81).  One solution  that  has
been  used  is  the  no  decline"  agreement  between  the  police  and
hospitals  with  psychiatric  units  (Tcplin,  1984).  Under  "no  decline"
agreements,  misdemeanant  offenders  with  mental  illness  would  be
admitted  to  the  hospital  psychiatric  unit  for  care  instead  of returned
to police  custody  for  jail  booking.
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percent  of  the  jail  inmates  who  were  referred  for  jail  mental  health
services  had  prior  mental  hospitalization  histories  and 92 percent
had prior  arrest  histories.  "Of  those  with  a criminal  record,  75
percent  had  been  arrested  for  felonies  and  17 percent  had been
arrested  for  misdemeanors"  (p.  123).  Lamb's  study  indicates  that a
small  segment  of  the  mentally  ill  offendcr  population,  those  with
felonies,  may  offend  repeatedly.  There  may  be a larger  segment  of
misdemeanants  with  mental  illness,  which  may  include  non-
residivists.
Torrey,  et  al.  (1992)  lists  seven  problems  associated  with
putting  persons  with  mental  illness  in  jail:
I. There  is  more  jailing  of  persons  with  serious  mental  iilness
without  criminal  charges.
2. Inmates  with  mental  illness  require  more  attention  from  the
jail  staff.
3. There  is  more  disruption  of  jail  activities.
4. There  is  more  abuse  of  persons  with  mental  illness  by  other,
more  predatory,  inmates.
5. There  is  more  potential  for  violence,  especially  if  the
mentally  ill  are  not  properly  medicated.
6. Persons  with  mental  illness  have  the  right  to  refuse
medication,  but  that  refusal  often  exacerbatcs  their  illncss.
7.  Inmates  with  mental  illness  often  do  not  receive  referrals
for  outpatient  services  upon  release  into  the  community  (p.  27).
In  addition,  persons  with  mental  illness  receive  a criminal  history
45
Whitmer  (1983)  found  three  factors  that contribute  to forfeited
patients  before  arrest  and prosecution  by  the criminal  justice  system:
"(l)  program  factors  that  are  characteristic  of inpatzent  and out-
patient  services,  (2) clinical  factors  (...characteristics  of the clients
themselves),  and  (3)  legal  factors  (particularly  the  commitment
criterion...that  the  client  be judged  to  be  dangerous-and  the concept
of  the right  of  the client  to refuse  treatment)"  (p. 217).
Many  of  these  forfeited  clients  "destroy  the  very  help they
require"  (Whitmer,  1983,  p.  218).  For  example,  forfeited  clients  are
often  resistant  to  treatment  and do  not follow  through  with  medi-
cations  and  appointments.  Clients  suffering  from  chronic  depression
may  not  remember  or  may  confuse  medications  and  appointments,
or they  simply  may  not  be able  to get out  of  bed.  Clients  hearing
voices  may  be  directed  by  those  voices  to  behave  in  ways  that  are
dangerous  to  themselves  or  others.  Clients  suffering  from  increased
paranoia  may  be  so  fcarful  that  they  hide  or  attack  others  in  order  to
save  their  own  lifc.  Forfeited  clients  who  are  prone  to  violence  and
not  properly  medicated  often  physically  or  verbally  attack  the
persons  trying  to  help  them,  destroy  nearby  property  in  a fit  of  rage,
or abuse  substances.  In  addition,  clients  experiencing  a manic  high
may  feel  so  happy  on  their  spending  spree  or  other  form  of manic
manifestation  that  they  refuse  to  be  stopped.  Lack  of  insight  into
one's  illness  is  a common  charactcristic  of  mental  illness  and  makes
the  illnesses  more  difficult  to  treat  and  control.
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adjustment  to  incarceration  is  extremely  difficult;  and (c) psychotic
persons  booked  for  misdemeanors  and in  need of 24-hour  care  (e.g.,
mercy  bookings)(p.  102).  These  persons  (mercy  bookings)  need  to  be
diverted  and  managed  outside  the  criminal  )ustice  system  to  reduce
the work  of  jail  staff  (p.  102)  and for  their  own  wellbeing.
According  to Jerrell  and Komisaruk  (1991),  basic  standards  of
mental  health  care  include  (a)  emergency  assessment  services,  (b)
acute  beds  for  psychiatric  and 24-hour  nursing  care,  (c)  outpatient
care  for those  needing  treatment,  but not  in  need of emergency  care
or  24-hour  care,  and  (d)  psychiatric  supervision  and  case  consulta-
tion.  Beyond  the  basic  standards,  an  enriched  program  would
include  (a) assessment,  (b) group  therapy,  (c) jail  diversion,  and  (d)
aftercare  planning  by  clinical  staff  and  social  work  case  management
(p.  103).
Shafcr  and  Shafer  (1995)  describe  an  Interactional  Process
Group  modcl  for  short-tcrm  treatment  in  forensic  settings.  Because
approximately  80  perccnt  of incarccratcd  offenders  have  substancc
abuse  problems,  Shafcr  and  Shafcr  believe  treatment  while  incar-
ceratcd  is  necessary.  Incarccration  increases  psychopathy  for  both
offenders  with  mental  illness  and those  not  previously  diagnosed  as
having  a mental  illness.  Many  crimes  are drug-related.  Unless
effective  substance  abuse  treatment  is  part  of the  rehabilitative
process,  the  offenders'  substance  abuse  and  criminal  behaviors  arc
likely  to continue  and contribute  to the rcvolving  doors  of criminal
)usttce  and mental  illness  (Shafer  & Shafer).
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often  reside  in  shelters,  jails,  or pnsons  (Lehman  & Dixon).
A case  for  funding  of correctional  mental  health  services
in  the community  has  been  difficult  to  build  because  data are not
being  kept  that  show  the  extent  of  the problem  (Jerrell  & Komisaruk,
1991,  p.  101;  Johnson,  A.,  1990,  p.  168).  The  definition  of  the
number  and  types  of inmates  referrcd  for  mental  health  services  is
important  to  demonstrate  to  the  tax-paying  public  the  need  for
services  and  to  assist  administrators  with  servicc  delivery  planning
(Jerreil  & Komisanik,  p.  102).  The  data are  also  needed  for  future
mental  health  and  criminal  )ustice  systems  research  (Johnson,  A.,
p.  168).
If  data  showing  the  extent  of  the  MI/CD  problem  and its
connection  with  homelessncss  and  criminal  )usticc  involvement
become  available,  program  deveiopment  will  stil}  need  to  overcome
systcmic  barriers  to  clinical  treatment:  different  levels  of adminis-
tration  and funding  streams  (Dixon  & Oshcr,  1995).  Persons  with
mental  illness  and  substance  abuse  are  ineligible  for  housing
programs  unless  successful  treatment  has  been  accomplished  and
alcohol  or drug  use is not current  (Dixon  & Osher).  In addition,
persons  with  mental  illness  who  are  homeless  or  in  a transitional
group  home  are  more  visible,  their  behaviors  are  under  closer
scrutiny  by  staff  than  if living  independently,  and  they  are  more
likely  to  lose housing  and become  involved  with  the  criminal  )usfice
system  (Dixon  & Osher).  Dually-diagnosed  homeless  persons  are
arrested  more  frequently  than  non-dually-diagnosed  homeless
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Secular  laws  are  derived  from  public  policies.  Public  policies
are  implemented  by  legislative  and court  decisions,  agreed  upon  by
the  majority  through  the  political  process  in  a democracy,  and
represent  society's  values  (LaFond,  1994,  p.  220).  In  the  thirteenth
century,  Thomas  Aquinas  made  the  distinction  between  three  kinds
of laws:  (a) eterrial  law,  (b) natural  law,  and (c) human  law (Alien  &
Simonsen,  1992,  p. 9).  Eternal  laws  are the laws  of  a Supreme  Being.
These  laws  guide  the  moral  conduct  of  humans.  Natural  laws  are  the
laws  of the  physical  universe:  atmosphere,  wind,  earth,  fire,  and
water.  Human,  or secular,  laws  are created  to manage  society  and
promote  the common  good.
United  States  laws  are derived  from  the English  common  law,
legislative  acts  and statutes,  and court  decisions.  Civil  laws  provide
standards,  or  rules,  for  behavior  between  individuals  and  between
individuals  and  organizations.  In  addition  to  standards  for  human
conduct,  recourse  for  violations  are prescribed.  Criminal  laws  also
provide  standards  of conduct  and  punishment  for  violations,  but
violations  are against  the  state  or federal  government  (Shah,  1979,
p. 74).  Mental  health  laws  are civil  laws,  as opposed  to  the three
common  law  categories  of criminal  law:  treason,  felony,  and  mis-
demeanor  (Alien  & Simonsen,  1992,  p.  99).
Felonies,  punishable  by  death  or  incarceration  for  one  year  or
more,  and misdemeanors,  punishable  by  incarceration  in  a local
facility,  not a prison,  for  one year  or less,  or by  other  means  (e.g.,
fines,  probation,  or restitution)  are  Further  categorized  into  crimes
against  persons,  property  crimes,  crimes  against  morality  and
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and secondarily  viewed  as  a medical,  psychological,  public  health,
and  socioeconomic  issue.
In  several  states,  drug  courts  have  been  created  to  handle  the
increasing  number  of drug  cases  and speed  them  through  the  system
to help  prevent  court'  case backlogs.  In Florida  and Oregon,  two  pre-
criminal  court  interventions  that  focus  on  offenders  with  mental
illness  charged  with  nonviolent  misdemeanors  have  been  created.  In
Broward  County,  Florida,  a mental  health  court  and in  Multnomah
County,  Oregon,  the  Department  of Justice  Services'  Recognizance
Office  decide  the  dispositions  for  offenders  with  mental  illness  within
one  or  two  days  after  arrest  (Honberg,  1997;  Steadman,  1992).
Steadman  (1992)  describes  the  jail  diversion  program  in  Multnomah
County,  Oregon.  Multnomah  County  created  its  program  to  divert
persons  with  mental  illness  into  community-based  programs  instead
of  jail.  The  Multnomah  County  Recognizance  Office  is a one-person
office,  staffed  by  a social  worker  who  disposes  of nonvio)ent  mis-
demeanor  charges  of persons  with  mental  illness.  The  staff  social
worker  is a liaison  between  the  agencies  involved  in  diverting  the
person'  and treating  them  in  the  community  (p.  81).
Multnomah  County  is  an  example  of the use  of boundary
spanners  in  the  criminal  )ustice  diversion  process.  Offenders  with
mental  illness  are  identified  before  being  placed  in  the  criminal
)ustice  system,  and  nonviolent  misdemeanant  offenders  are  referred
to the mental health system for treatment  in  the community.  Thus,
the  offenders  are  able  to  receive  treatment  and  case  management
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diverted  into  inpatient  or  outpatient  programs,  released  or  receive
conditional  release,  or  civil  commitment  orders.  The  court  also  has
the  power  to  revoke  conditional  discharges  when  treatment  plans  are
not  followed.  "Mentally  ill people  who  commit  misdemeanors
shouldn't  be in jail,  according  to  Howard  Finkelstein,  a Broward
County  public  defender.  "It's  not  humane,  it's  not  right,  it's not  cost-
effective"  (Honberg,  p.  6).
If  a felony  has  been  committed,  there  are  few  choices  for
disposition  under  the  penal  code  for  persons  with  mental  illness.  A
successfully  won  defense  of  msamty  (NGRI)  or not  guilty  but
mentally  ill  (NGMI)  results  in  several  years  of  undctermined  length
of  confinement  in  a state  security  hospital  for  persons  classified  as
mentally  ill and dangerous  (MI&D).  Other  felony  offenders  with
mental  illness  may  be  sentenced  to  serve  time  in  prison  or any  of the
alternatives  available  to  the  general  offender  population  (Toch  &
Adams,  1987).  Raising  a mental  illness  defense  for  misdemeanors  is
not  practica)  and  usually  would  result  in  the  defendant  receiving
more  time  (Perlin,  1998).  Consequently,  offenders  with  mental
illness  charged  with  misdemeanors  or  gross  misdemeanors  serve
time  in jail  or  sentences  in  the  workhouse  unless  they  receive
probation  or their  cases  are  plea  bargained  and  dismissed.
Diminished  capacity  and  irresistible  impulse  are  two  standards
for  legal  mental  illness  defenses  that  have  been  used  in  some  states
when  insamty  requirements  cannot  be  met,  but  the  defendant  has  a
mental  illness  (Smith  & Meyer,  1987, p.  389). Some  states  replaced
the msamty  plea  (NGRI)  with  a plea  Guilty  But  Mentally  Ill (GBMI),
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unaware  that  the action  was wrong  (LaFond  & Durham,  1992,  p.  25;
Smith  & Meyer,  1987,  p. 386).  The  concept  of  mens rea,  guilty  mind,
is  necessary  to  establish  intent.  When  an  offender  does  not  know
what  he or she is doing  nor  that  it is wrong,  the defendant's  thought
processes  are not rational,  and intent  cannot  be established.  The
defendant  must  also be  reasonably  competent  to  stand  trial.  Com-
petency  standards  vary  among  states.  According  to  Smith  and
Meyer,  being  "...oriented  as to time  and place..."  (p. 545)  and having
a vague  understanding  of  events  is  not enough.  The  offender  who
lacks  competence  to  stand  trial  is  referred  for  commitment  to  a
security  hospital  under  supervision  by  a state  or  federal  rnental
health  authority.
Another  insanity  defense  standard  is  The  Durham  Rule,  a less
strict  standard,  which  requires  findings  that  (a)  the  offender  has  a
tnental  illness  and (b)  the offense  was  a direct  result  of  the  mental
illness  (e.g.,  dclusionary  voice  command  or thought).  Sorne  states
expanded  their  insanity  defense  standards  to  include  diminished
capacity  and irresistible  impluse,  a behavioral  condition  related  to
diminislicd  capacity,  but diminished  capacity  was  unpopular  and  not
allowed  by  many  courts  as a substitute  for msanity.  Diminished
capacity  tnay be used  for tnental  illness  tnitigation,  )iowever  (LaFond
& Durharn,  1992,  p. 38: SmitJi  & Meyer,  1987,  p.  390).
Cotnpctencc,  insamty  defense,  and  comrnitment  standards  are
not the satne  and cach }ias its own  requirement  criteria.  When  a
defendant is  found  competent,  the charges  are  handled  in  critninal
court.  The msanity  defense  is  one possible  defense  and would  be
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living  in  the  community  without  benefit  of medication  momtoring.
The  Honorable  Howard  Miller  (1992)  would  like  federal  guidelines
that  recommend  mandated  treatment  and  supervised  release  for
dually-diagnosed  offenders,  Specifically,  Miller  recommends  (a)
mandated  probationary  treatment  for  non-violent  first-time
offenders,  (b)  mandated  treatment  for  inmates,  and  (c)  mandated
treatment  as a condition  of  parole  (p.  6).
Lamb  and Mills  (1986)  and Torrey,  et al. (1992,  p.  80) would
like  treatment  to  be  a mandated  requirement  of probation  for
offenders  with  mental  illness,  especially  if  the  possibility  of
dangerousness  exists.  The  degree  of  danger  an  offender  poses  for
society  and  the  prediction  of dangerousness,  relevant  concepts  on
which  much  has  been  written  and  debated,  are  beyond  the  scope  of
this  literature  review  for  discussion.  (Readers  are  referred  to  the
work  of J. Monahan  [1992],  "Mental  Disorder  and Violence:  Another
Look"  and A. Stone  [1976],  Mental  Health  and Law:  A System  in
Transitioxi.  )
The  right  of persons  with  mental  illness  to  receive  voluntary
mental  health  services  in  the  community  is  another  legal  concept
that  has  been  upheld  by  the courts  (Perlin,  1994,  p.  196).  States  are
obligated  to  provide  transitional  treatment  in  the  community  for
patients  released  from  }iospital  confinement  (p.  196).  
, a 1971  U. S. District  Court  case,  upheld  that adequate
treatment  has  to  be  provided  by  mental  institutions  to  justify
interference  with  patients'  Fourth  Amendment  constitutional  right  to
freedom.  The niling  in  Wyatt  v.  Stickney  was  later  affirmed  by  the
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obtained  evidence  during  search  and seizure  could  not be used  by
the  prosecution;  Robinson  v.  California  (1961)  ruled  that  imprisoning
a person  for  being  sick  is  cruel  and unusual  punishment  in  violation
of the  Eighth  Amendment;  Furman  v.  Georgia  (1972)  ruled  that  when
the  death  penalty  is  demanded  by  a jury,  it is  cruel  and unusual
punishment  because  the  death  penalty  is  applied  "wantonly  and
freakishly"  and  serves  no  deterrent  purpose  (  was  reversed
by  Supreme  Court  in  1976  and a battle  continues  between  state
statutes  authorizing  the  death  penalty  and  court  rulings):  Gideon  v.
Wainwright  (1963)  ruled  that  defendants  have  a right  to  counsel  in
noncapital  cases;  Johnson  v.  Avery  (1969)  ruled  that  states  must
provide  prisoners  with  legal  assistance  to  prepare  habeas  corpus
proceedings  and  was  reaffirmed  by  the  Supreme  Court  in  1977  when
it ruled  that  law  libraries  must  be  made  available  to prisoners  who
seek legal  assistance:  Miranda  v.  Arizona,  (1966)  ruled  protection
against  self-incrimination  by  having  rights  read  to  offenders  at  the
time  of arrest,  including  the  right  to  remain  silent,  notification  that
whatever  the offender  said could  be held  against  him  or her,  and the
right  to have  an  attorney  appointed.  Since  then,  some  of the  rulings
have  been  altered  by  court  cases  in  the  1980s  and  1990s  during  the
Neo-conservative  Era,  with  its  increased  emphasis  on  public  safety
and decreased  cmphasis  on  the  individual  rights  of law  violators.  In
addition  to  the  court  rulings,  federal  legislative  and  administrative
changes  during  the  Liberal  and  Neo-conservative  Eras  affected  both
the  mental  health  and  criminal  justice  systems.
A federal  legislative  effort  to  expand  and  strengthen  the  Law
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threaten  safety  in  work-related  situations,  and  create  disturbance
and  damage  in  housing-related  situations.  Dually-diagnosed  persons
with  mental  illness  are  not protected  by  either  of these  acts  in
employment  or  housing  unless  they  have  successfully  completed
a substance  abuse  treatment  program  and  are  not  current  users
(Champlain  & Herr,  p.  232).
In  August  1994,  a Minnesota  Supreme  Court  Advisory  Task
Force  on  the  Civil  Commitment  System  was  established,  at the
request  of the  Minncsota  Legislature,  to  study  and  make  rccom-
mendations  regarding  the  Minnesota  Civil  Commitment  Act,
Minnesota  Statutes,  Section  253B  (1994).  The  Task  Force  study
resulted  in  a Final  Report  dated  January  17,  1996 (Office  of the
Minnesota  Attorney  General,  1998).  One  of the  recommendations  of
that report  is  implementation  of an  Early  Intervention  process  that
bypasses  the  need for  the  civil  commitment  criteria  of dangerousness
to  self  or  others.  Early  Intervention  permits  involuntary  short-term
hospitalization  for  patient  observation  and  stabilization  in  an  attempt
to eliminate  the necessity  for  civil  commitment,  which  is  morc
sfigmatizing  and a more  complex  process  of  longer  duration.  How-
ever,  to  qualify  for  the  Early  Intervention  process,  persons  with
a mental  illness  must  have  been  hospitalized  in  a state  hospital
within  the  last three  years.  This  requirement  rules  out  use  by  newly
diagnosed  persons,  acute  cases,  and persons  with  serious  and
persistent  mental  illness  who  have  not  been  hospitalized  during  the
required  cligibility  period.
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Funding  responsibility  and available  financial  resources  that follow
these  deinstitutionalized  residents  (Pogrebin  & Poole,  1987; Solomon
and Draine,  1995).
The  Medicaid-Medicare  Amendments  to  the  Social  Security  Act
of 1965  allowed  state  costs  to be transferred  to the federal  govern-
ment.  Payment  by  entitlcments  (Medicaid,  Medicare,  SSI and
SSDI)  allowed  former  patients  to  move  into  smaller  institutional
settings  such  as nursing  homes,  transitional  residential  group  homes,
and board  and lodges.  These  private,  for-profit,  and nonprofit
orgamzations  serve  the  custodial  and  treatment  functions  formerly
performed  by  the  state  hospitals  (Morrissey  & Goldman,  1984).
Medicare,  Medicaid,  and Social  Security  benefits  follow  the
patient/client  and  can  be  used  for  some  residential  and  health  care
services  in  the community  (Rochefort,  1989,  pp.  16, 332,  352).  The
complex  and  confusing  funding  mix  between  federal,  state,  and
county  resources  varies  among  states.  For  example.  community
hospital  mpatient  and  outpatient  mental  health  services  are  limited
by  Medicaid  caps,  state  mental  hospitals  are  supported  primarily  by
state  tax  dollars  and  federal  reimbursements.  and  community  mental
health  residential  facilities  are  supported  primarily  by  residents'  SSI,
SSDI,  public  assistance,  and  state  reimbursements  to  facilities.
Federal  regulations  create  incentives  and  disincentives  for
states  to  provide  services  for  persons  with  mental  illness  (Pogrebin  &
Poole,  1987).  After  Medicaid  was  enacted,  more  than  50 percent  of
mental  health  costs  were  paid  by  Medicaid  for  eligible  clients.
"Persons  with  mental  illness  between  the  ages  of 21 and 65 years
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The  boundaries  between  the  public
justice  systems  have  become  less  clear  in
(Dvoskin,  1992).  Persons  with  serious
were  hospitalized  for  long  periods  and
mental  health  and  criminal
the  last  several  decades
and persistent  mental  illness
did not come  into  contact  with
Those  who  committed  crimes
of  msanity  and sent to  a
services  in jails  and prisons  did not
prison  and sick  people  went  to
159).
historically  been  built  to  incarcerate
according  to  Shenson,  Dubler,  and
police  departments  in  the  community.
were  often  found  not guilty  by  reason
forensic  hospital.  Mental  health
exist  (Dvoskin).  Bad people  went  to
the hospital  (Johnson,  A.,  1990,  p.
"Jails  and prisons  have
and rehabilitate  the poor"  (p.  655),
Michaels  (1990).  Shenson,
system  has  replaced  thc
of care  for  the
The  authors
ct al. posit that the criminal  3ustice
mental  health  system  as a primary  provider
many  persons  with  mental  illness  who  are  homeless.
posit  that  it is the homeless  lifestyle  that  leads  to
victimization  and  involvement  with  the  criminal  )usticc  system
rather  than  the person  with  mental  illness  being  prone  to  criminal
behavior.
Police training  and decision  making,  including  arrest  discretion
m some  cases,  are  issucs  that often  affect  the  first  contact  bctwecn
persons  with  mental  illness  and  the  criminal  )usticc  system
(Stcadman,  1992).  According  to Abram  and Tcplin  (1991),  police
arrests  of persons  with  mental  illness  increase  when  treatment
alternatives  are not available.  Many  of the  arrests  of persons  with
mental  illness  are  the  result  or failures  of  the  mental  health  system
and  are  unintendcd  consequences  of deinstitutionalization  (Abram  &
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health  treatment  environment.  Jails  and prisons  are  not therapeutic
communities  and  most  correctional  staff  are  overworked  and  under-
educated  to  attend  to  the  needs  of  persons  with  mental  illness
(Palermo,  Smith,  & Liska,  1991a).  Some  researchers  posit  that  the
prosecution  of many  persons  with  mental  illness  in  the  criminal
courts  in  the  1970s  was  a result  of 1960s  deinstitutionalization  thot
discharged  these  persons.  Those  discharged  were  unprepared  to
survive  in  the  community,  and  the  community  was  unprepared  to
receive  them  (Whitmer,  1983).  Before  deinstitutionalization,  many
of these  prosecuted  offenders  with  mental  illness  would  have  been  in
a state  mental  hospital  (Whitmer).  Jails  replaced  the  hospitals  for
custodia}  care  of  some  persons  with  mental  illness  (Pogrebin  & Poole,
1987:  Whitmcr).
Jails,  workhouses,  and  prisons  are  becoming  the  new  mental
hospitals  (Dvoskin,  1992).  Persons  with  mental  illness  have  a Iegal
right  to the  same  level  of services  that hospitalized  persons  have  and
that  persons  discharged  to  the  community  have  (Dvoskin;  Perlin,
1994).
Dvoskin  (1992)  describes  New  York  State's  response  to
the changing  needs  of  its  criminal  )ustice  system  to  meet  the  new
challenges  of servmg  offenders  with  mental  illness  in  its  facilities.
The  New  York  State  Office  of  Mental  Health  (OMH)  and the Bureau
of Forensic  Scrviccs  (BFS)  combined  efforts  in  the  creation  of  a
community  forensic  services  division  within  the  Office  of Menta}
Health,  Bureau  of Forcnsic  Services  in  New  York  (Dvoskin,  1992).
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limit  the  stay  of voluntary  patients  (Whitmer,  1983).  Persons  with
mental  illness  are  diverted  from  hospital  psychiatric  admissions
unless  absolutely  necessary  and instead  are  seen  in  emergency
rooms  and by  crisis  intervention  services.
Hospitals  do  admit  patients  who  have  decompensated,  often
because  they  have  been  unsupervised  in  the  community  and  not
taking  medications.  The  hospital  usually  relies  on  psychotropic
medications  to  help  the  patient  stabilize  and  then  discharges  them
back  into  the  community  as soon  as possible.  A study  by  Serban  and
Thomas  in  1973 (cited  in  Whitmer,  1983)  found  that  80 percent  of
the  patients  do  not  continue  medications  and 70 percent  do  not
contact  an  outpatient  program  after  discharge  to  the  community  if
they  arc  not  being  monitored  or  managed  by  a community  program.
Community  clinic  staff  often  are  not  prepared  to  deal  with  the
more  problematic  patients  bccausc  they  do  not  have  the  time  nor  the
resources  (Whitmer,  1983).  Impulsive,  frightening,  and  resistant
clients  arc often  too  challcnging  for  staff  in  the  clinic  setting
(Pogrcbin  & Poolc,  1987;  Whitmer).  In  some  cases,  they  refer  the
client  to a crisis  center  and, if  the client  is out of  their  control  or a
nuisance,  often  they  call  the policc  (Bonovitz  & Bonovitz,  1981).
Funding  for  state  hospitals  and  community  programs  for  persons
with  mental  illness  is  being  reduced  at  the  same  timc  that  criminal
)usttcc  corrcctional  institutions  arc  expanding  (Shenson.  Dubler,  &
Michacls,  1990).
Multi-system  approach.
Divcrsionary  mteragency  cooperativc,  collaborativc,  and
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(l)  The  types  of persons  we have  described  are rejected
individuals  who  have  no  constituency.
(2)  They  do not  fit  neatly  into  service-related
classifications.
(3)  Once  offenders  are in  [jail  or] prison,  they  are
invisible  to  the  public,  as are  the problems  they
experience,  and
(4) The  pnsons  are  the  institutions  of last  resort....
(p.  550).
Kalinich,  Embert,  & Scnese  (1988)  discuss  one  solution  that  was
implemented  in  Michigan  in  the  1980s  in  response  to  the  mcrcasmg
problem  of offenders  with  mental  illness  in  the  Michigan  criminal
)usticc  systcm.  Michigan  initiated  a statcwidc  program  supported  by
the  Michigan  State  Department  of  Mental  Health  (DMH)  and  Michigan
Sheriff's  Association  (MSA).  The  sheriffs  lobbicd  the  state  legislature
for  a change  in  the  Mcntal  Health  Code  that  would  rcducc  the  dif-
ficulty  in  obtaining  admissions  to  state  mental  hospitals.  The  DMH
cxpandcd  the  roles  of  community  mental  health  staff  to  includc
offcndcrs  with  mental  illness  in jails.  The  DMH  dcveloped  staff
traimng,  with  the  assistancc  of the  MSA,  and funding  was  generated
by  the  legislature  and  the  National  Institute  of Mental  Health.
Funding  was  funnclcd  through  the DMH  and MSA  (Kalinich,  ct al.,
p.  661).
Intcragcncy  turf  problems  of  authority  and  responsibility
madc  program  implementation  difficult.  Legal,  economic,  and
political  environmental  characteristics  affected  organizational
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Government  policymakers  are  not  likely  to  transfer  offenders
with  a mental  illness  back  to  state  hospitals,  especially  when  state
hospitals  are  deinstitutionalizing  residents  to  the  community.
However,  specific  steps  can  be  taken  by  state  and county  levels  of
government  to  facilitate  the  formal  linking  between  the  mental
health  and  criminal  )ustice  systems  to  combine  problem-solving
efforts  for  solutions  to  a community  dilemma  (Kalinich,  et al.,  1988).
Barry  (1992)  suggests  that  administrative  commitment  is
necessary  for  system  change.  Barry  (1992)  describes  the  five  system
activities  necessary  for  change  that  were  developed  by  Pepper  and
Ryglewicz  in  1984.  The  five  steps  of  the Pepper  and Ryglewicz
(1984)  model  are:
1.  Provide  consciousness  raismg  and cducation;
2.  Promote  communication  among  staff  from  various  agencies:
3.  Ensure  thorough  assessment  and  cvaluation:
4. Ensure  comprehensive  treatment  planning;  and
5.  Promote  self-help  groups  (p.  7).
This  model  was  used  by  the Central  New  York  Psychiatric  Center
(CNYPC),  a 210-bed  forensic  psychiatric  hospital,  to increase
substance  abuse  scrviccs  for  patients  under  its  care.  "The  CNYPC  is
the  primary  mental  health  services  provider  for  New  York  State's
corrections  inmates  and  also  provides  services  for  non-scntcnced
individuals  in  local  jails"  (Barry,  p.  7).
Linkages  between  agencies  to  devciop  integrated  networks  of
services  are  a necessity  to  "(l)  prevent  or  divert  offenders  from
incarceration,  (2) follow  them  into  jails  and prisons,  and (3) be
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(Pepper,  et al.,  1993).  During  the last 20 years,  homelessness  has
increased,  while  low-income  housing  has  decreased.  According  to
Pepper,  et al.,  "the  majority  of homeless  persons  have  multiple
special  needs"  (p. 3).  The multiple  special  needs of the homeless  are
supported  by  the research  of Champlain  and Herr  (1995),  Dixon  and
Osher  (1995),  Lehman  and Dixon  (1995),  and Pepper  and Massaro,
(1992).  "Without  case  management,  substance  abuse  and/or  mental
health treatment, they [the homelessl are often unable to maintain
housing,  manage  living  allowances,  or adequately  take  care  of
themselves  or their  children"  (p.  3).  Many  of  these MNMS  persons
become involved  with the criminal  lusticc  system (Pepper, et al.).
Underfunding  has  been  a primary  reason  for the  Failure  of
most  of thesc  MNMS  clients  to survive  in  the community,  but  a
significant  secondary  reason  has  been  the lack  or communication  and
cooperation  between  agencies  (Pepper,  et  al.,  1993).  Multi-level
integration  of services  and  intcragency  cross-traming  are  solutions
rccommendcd  by  Pepper,  Albert.  and  Ryglewicz  (1993).
Multi-level  mtegration  of services  includes  cooperative
agrcements,  sharing  of clients,  and mutual  support  among  agencies.
Agencies need to be aware  of each others'  goals  and operations-
Cross-discipline  trainmg  is a means  of promoting  integration  at  the
agency  level.  "Staff  from  mental  health,  substance  abuse,  and
criminal  justice-need  to  have  a common  knowledge  base,  develop
sensxtxvtty  to each others'  points  of view  and share  their  expertise
and cooperation"  (p. 5).  It must not be overlooked  that integration
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can be helpful  in  clarifying  the issues  and mediating  the conflicts
between  the  two  systems  that  interfere  with  )ustice  outcomes  for
persons  with  mental  illness.
Steadman  (1992)  states  that  although  boundary  spanners  are
not the  answer  to  all the criminal  )ustice  and mental  health  systems'
problems,  he  believes  "that  they  may  be  a major  part  of the  solution"
(p.  86).  They  can  play  an important  role  in  separating  the  offender
with  mental  illness  from  the  criminal  )ustice  system  and  diverting
them  into  mental  health  programs  instead  of jails  and prisons.
Steadman  (1992)  describes  the  Palm  Beach  County  (FL)
Forensic  Mental  Health  Program  that  has  a Mental  Health  Coordinator
who works  in  the jail.  The Mental  Health  Coordinator's  responsi-
bilitics  include  (a) checking  new  admissions  daily  to  sce  if mental
health  services  are  needed  and,  if so,  arranging  proper  housing
within  the jail,  (b)  internal  case  management  tasks  of moving
paperwork  quickly  and notifying  the  public  defender's  office  of
offcndcrs  with  mental  illness,  and  (c)  making  community-based
placement  referrals  to the court  when  possible.  The  Mental  Health
Coordinator  reports  directly  to  the  court  and  works  independently
from  the  public  defender  and the  prosecutor  (Steadman).
Whitmer  (1983)  discusses  the  development  and  role  of forensic
social  work  in  California  in  the  1970s  and specifically  the  establish-
ment  of the Community  Recntry  Program  in  May  1976 by  the  San
Francisco  Community  Mental  Health  Services,  a program  that
performed  boundary  spanner  functions  between  the  two  systems.
The Community  Recntry  Program  goals  were  "to  provide  clinical
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symptomatic  of their  psychosocial  distress"  (Brennan,  Gedrich,
Jacoby,  Tardy,  & Tyson,  1986,  p. 340).  Some  do not have  adequate
resources  to  survive  in  the  community  and act  out through  substance
abuse,  shoplifting,  and  behaviors  that  deviate  from  the  community's
norms.  Most  of  these  offenders  do  not meet  the criteria  for  commit-
ment  (dangerousness  to  self  or  others),  but  need services,  which  they
often  refuse  (Brennan,  ct al.).
According  to  Brennan,  et al.  (1986),  "the  forensic  social  worker
role  has  two  aspects:  providing  treatment  and  protecting  the  com-
munity"  (p.  342).  They  perform  these  responsibilities  by  providing
(a)  social  casework  and (b)  law  enforcement  and control.  Social
casework  focuses  on  problem-solving  with  the  client  and  using
available  community  resources.  Brennan,  et  al.  recommend  use  of
accurate  empathy  and  confrontation  skills  developed  by  Robert
Carkhuff  and Gerald  Egan  to  achieve  forcnsic  social  work  goals.
Clients  often  need  to  express  repressed  emotions  and, by  doing  so,
"their  need to  act  out  often  subsides"  (p.  343).
According  to  Brcnnan,  ct  al.  (1986),  conflict  between  mental
health  goals  and corrections  goals  is  not  inevitable.  Achieving  mental
health  goals  will  augment  criminal  )ustice  goals  (p.  342).  Criminal
litigation  is  not the only  solution  for  change  of antisocial  behavior  in
psychotic  illness  (p.  349).  Interagency  cooperation  and  collaboration
are  needed  to  achieve  mutal  criminal  )usticc  and  mental  health  goals
(Dvoskin,  1992).  However,  data  privacy  issues  are  barriers  to
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providers,  to  keep  their  costs  within  budget  allocations  by  reducing
expenditures.  Governmental  units  have  been  debating  government
funding  and responsibility  in  mental  health  since  1845  when
President  Franklin  Pierce  vetoed  Dorothea  Dix's  Ten Million  Acres  Bill
because  he did not want  to set a precedent  of  federal  involvment  in
state  issues  (Johnson,  A.,  1990,  p.  89; Morrissey  & Goldman,  1984).
The  managed  care  policies  of the  1990s  impact  services  For  the
mentally  ill  (American  Psychiatric  Association,  1996;  Miles,  1997).
The  number  of treatment  visits,  by  which  providers,  which  kinds  of
medications,  and the  number  of  hospitalizations  covered  are  issues
that will  be determined  by  managed  care  (Johnson,  T..  1998:  Miles,
1997).  Many  private  insurances  have  pre-condition  illness  clauses
that eliminate  or  reduce  coverage  for  persons  with  chronic  mental
illness.  Parity  legislation  has not been  able  to  rectify  the  situation  in
many  cases.  Block  grants,  managed  care,  and capitated  budget  items
limit  the amount  that  can  be  spent,  regardless  of the  number  of
clients  being  served.
It is unclear  if these  issues  are continuing  issues  of the  third
and fourth cyclcs  of  mental  health  reform  or the  advent  of a new
cycle, one that  would  not be recognized  as reform,  but based  on
current  fiscal  considerations.  The  history  of mental  health  social
policies  confirms  that  social  policies  affect  and are  affected  by
economic  and political  issues  (Rochefort,  1989,  pp.  10-11).  One
economic  and political  issue  is cost  shifting.  Cost  shifting  has occur-
red between  the mental  health  and  criminal  )ustice  systems  by
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When  the  protection  of state hospitals was removed, persons with
mental  illness  who  could  not take care of their  daily  living  survival
needs  were  transferred  to  communities  that were not adequately
prepared  to  provide  for  them  in  their  community  mental  health
systems  (Brennan,  et al.,  1986;  Morrissey  & Goldman,  1984,  Pogrebin
& Poole,  1987).
Research  has  shown  that many  persons  who were mentally  ill
went  to  temporary  shelters,  onto  the  streets,  into nursing  homes,  into
jails  and  prisons,  and  that  the  mandated  temporary,  time-limited,
transitional  housing,  and  community  programs  did not know  what  to
do  with  their  residents  when  resources  were  exhausted  and dis-
charge  was  required  (Torrey,  1988;  Torrcy,  ct al.,  1992).  Some
residents  assimilated  to  indcpcndent  and  supportive  living  success-
fully,  others  went  back  to  the  hospital,  some went  to nursmg  homes,
and board  and  lodges,  and others  went  to jail  and prison  (Morrissey
& Goldman,  1984).
Hunter  Lcwis  (1990)  posits  six  ways  value  choices  are  made:
(a)  by  authority,  (b)  by  deductive  logic,  (c) by  sense experience,  (d)
by  emotion,  (c) by  intuition,  and (f) by  science  (p.  10).  An example
of external  authority  is  when  somcone  clse's  word  is taken  on  faith
(e.g.,  the  Bible  or another  authority  symbol).  Deductive  logic  is the
use of consistency  testing  (c.g..  if  A is true,  then  B must  be true
because  B Follows  A).  Sense  experience  is the direct  knowledge  that
humans  experience  through  their  five  scnscs.  Emotional  value
choices  are  based on  feeling  that  something  is right.  Intuitional
choices  use  the  unconscious  portion  of the  brain  to process  thoughts-
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and  1990s  that  prevail.  LaFond  and Durham  (1992)  are of  the
opinion  that public  policies  should  not  be based  on fear  (p.  17).
Public  education  by  advocacy  groups  (e.g.,  the National  Alliance  for
the  Mentally  Ill,  the  Mental  Health  Association,  consumer  groups,  and
others)  have  increased  public  knowledge  about  mental  illness
(Borinstein,  1992).  Borinstein  (1992)  found  that  "the  vast  majority
of  Americans  do not agree  that  'the  best way  to  handle  persons  with
mental  illness  is  to  keep  them  behind  locked  doors."'  (p.  190).  In
spite  of findings  that  most  Americans  do  not  perceive  persons  with
mental  illness  as cxcessively  violent  or  dangerous,  stigma  is  strongly
attached  to  mental  illness,  and most  persons  do  not want  them  to
move  into  their  neighborhoods  (i.e.,  the  NIMBY  [not-in-my-backyard]
effect)  (Borinstcin).  In  the  Middle  Ages,  persons  with  mental  illness
werc  driven  out of  communities  (Smith  & Meyer,  1987,  p.  588)  and
in  the  1990s,  they  arc still  kept  out of  communitics.  Sanism  is  one  of
society's  hidden  isms  (Pcrlin,  1994).
Although  many  researchers  belicvc  socicty's  institutions  are
govcrned  by  its  norms  and  values,  not all  agrce  (Armour,  1989,
p.  179).  The  deccntralizcd  U. S. governmental  system  and division  of
powers,  which  provides  checks  and  balances  to  government  decision
making  and actions,  add to  the  fragmcntation  of  policymaking  and
delivery  of social  scrviccs  (Armour).  Economic  forccs,  social  events
and intcrcst  groups  influence  policy.  Mental  health's  lobby  is  not  as
strong  and wealthy  as  many  others  (Rochefort.  1989,  p.  10).
Brown  and Stockdill  (1972)  describe  politics  as "...the  resolution
89
Instead,  citizens  and  community  mental  health  programs  rely  on  the
police  for  assistance  with  disturbing,  frightening  behaviors.  The
criminal  justice  system  is  the last  resort  (Pogrebin  & Poole,  1987).
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The  primary  research  design  is  a limited  policy  analysis  that
uses  a social  change  model  and institutional  framework,  with
 data
obtained  through  personal  interviews  and document  rcvicw.
 A social
change  model  describes  the  relationships  between  mental  
health,
criminal  )ustice,  the  government,  and the  economy,  and addresses
cultural  values  behind  the  historical  development.  Social  change
considers  competing  perceptions  of the  situation  and  includes
prioritizing  and  choosing  among  conflicting  values  (Zimmerman,
1995,  pp.  59-62).  The  quantitative  data  set,  which  correlates
 jail
bookings  and  in-custody  residents  with  the  hospital  psychiatric
 unit
admissions,  was  obtained  from  agency  records.  The  quantitative
design  is  adapted  from  two  1991  Milwaukee  County  (Wl)  
studies  by
Palcrmo,  Smith,  & Liska,  which  serve  as a model,  but could  not be
rcalized  in  practice  in  this  study  because  of differences  between
 the
available  data  in  the  county  under  study  and  the  Milwaukcc
 County
data  sets.  This  chapter  addresses  the  limited  policy  analysis
 method,
followed  by  the  descriptive  quantitative  research  methodology.
Limited  Policy  Analysis
Framework  rationalc.  Stokcy  and  Zeckhauser  (1978)  define
public  policy  as "the  building  blocks  of socicty's  wcllbcing"
 (p.  261)
and the wellbcing  of individuals  as the  ultimate  objective.
 An
institutional  framcwork  was  chosen  because  of its  focus  on
 public
policy  as an  outcome  of institutional  arrangements  govcrncd
 by
norms  and values  (Zimmcrman,  1995,  p.  90).  The  institutiona}
framework  appeared  to  be  a good  fit  for  this  research  bccausc
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research  and included  an  enclosure  of the proposed  title  page  and
proposed  abstract  describing  the  methodology  were  mailed  or hand-
delivered  to  those  who  were  to  be  interviewed.  Interviewees  were
told  that  their  responses  would  be  confidential  in regard  to content,
Content  from  all  the  interviews  were  summarized  from  written
notes,  not  tape  transcnptions.
The  sample  of interview  questions  in  Appendix  A do not
include  the  questions  sent  to  administrators  who  declined  an
interview  because  of scheduling  conflicts.  In  the  few  cases  where
interviews  were  not  possible,  agency  personnel  contributed
documents  that  referred  to  policy  on  mentally  ill  offenders  or
suggested  workshops  and  meetings  relative  to  the  topic.
County  personnel  were  cooperative  and  their  contributions
valuable.  Information  from  the  workshops,  meetings,  and  from
examining  related  documents  contributed  to  the  material  on  which
this  analysis  is  based.
Analysis  process.  Analvsis  of public  policy  involves  a
definition  of the  problem  being  analyzed,  identification  of values  and
objectives  associated  with  the  problem,  identification  of other
alternatives  and  analysis  of their  strengths  and  weaknesses,  selection
of an  approach  to  the  problem,  implementation,  and  evaluation,
Making  choices  about  limited  resources  and conflicting  values  and
weighing  the  advantages  and  disadvantages  of those  choices  and
their  trade-offs  are basic  to  the  analysis  process  (Stokey  &
Zcckhauser,  1978.  p.  262).
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out-patient  services  of the Milwaukee  County  Mental  Health
Complex.  Data  on  court-ordered  competency  evaluations
 and
presentence  evaluations  for  1980-89  were  included.
S  This  sample  is  comprised  of  aggregated  data
 of
booked  adults  in  custody  at the county  Adult  Detention
 Center  (ADC)
jail)  and adults  admitted  to the county  medical  center  (HCMC)
psychiatric  unit  during  1985-87  and  1995-97.  As  a result
 of
aggregated  data,  no  human  subject  assessment  was  necessary.
 The
small  size  of the  data  set,  representing  six  years  of this
 convenience
sample,  is  a problem  that  limited  statistical  analysis.  
The  years  for
this  study,  which  are  different  from  the years  in  the  
Palermo,  Smith,
& Liska  (1991)  studies,  focus  on  current  conditions.  Six
 years,  over  a
12-year  period  from  1985-97.  were  sclected  for  a limited
 composite
from  the  mid-1980s  and the  mid-1990s.  An  ideal  set
 of data  would
be  comparison  over  time  of individuals  who  are  incarcerated
 and
have  a mental  illness,  but  data  on  offenders  identified
 with  mental
illness  are  not  available  for  longitudinal  research.
The  units  of analyses  are  the  number  of male  and  female
adults  booked  and  in  custody  in  the  county  Adult  Detention
 Center
(jail)  and the  number  of male  and female  adults  admitted
 to  the
county  medical  center  (HCMC)  psychiatric  unit  during
 the  years
1985-87  and  1995-97. The  selection  of units  of analyses
 was  based
on  1991  research  by  Palermo.  Smith  & Liska  (1991b).
 In  Palermo,  ct
al.'s  first  study,  which  spans  1904-1989,  national  data
 on  the
population  in jails  and  prisons  and  the  number  of prisoners
 received
from  courts  was  correlated  with  the  mental  health  population
 in
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used  to  determine  the  linear  relationships  between  predictor  and
criterion  variables,  using  Pearson's  product  moment  correlation
coefficient  (Pearson's  r ) and two-tailed  significance  test.  Although
the  sample  size  was too  small  for  statistical  significance,  the
parametric  procedures  were  employed  to  evaluate  practical
significance.  Jail  bookings  and hospital  psychiatric  unit  admissions
were  correlated.  Jaii  average  daily  in-custody  residents  and hospital
psychiatric  unit  admissions  were  correlated.  Both  correlations
controlled  for  population  because  there  were  incrementally  more
persons  in  the  sample  over  time.
99
the  criminal  )ustice  system.  Booked  offenders  have  to be charged
within  36 hours  or released.  The  county  Adult  Detention  Center
(ADC-jail)  is  the holding  place  for  offenders  awaiting  charges
 and,  if
charged,  the gateway  to the courts.  Prepetition  Screening  (PSP)
 is
the  gateway  to  the  mental  health  system,  with  several  doors
 through
which  contact  is  initiated.  The  petitioner  may  be  the  court,
 family
member,  hospital,  police,  agency  representative,  or  any  person
interested  in  the  welfare  of the  proposed  patient/client.
The  nursing  staff  at the ADC-jail  is hired  by the county  Medical
Center  (HCMC)  and makes  medical  and psychiatric  needs  assessments
as required  by  statute.  Two  HCMC  psychiatrists  visit  the jail
 bi-
weekly  to  see  offenders  referred  for  appointments  and  to  
prescribe
medications  as needed.  The county  Medical  Center  c]inics,  hospital,
and crisis  center  are used as needed.  If the offender  enters
 with
prescribed  psychotropic  medications,  a mental  health  screening
 is
done  and the offender  is recognized  as a vulnerable  adult.  
Mental
health  evaluations  cover  three  days  of observation.  If the  offender
 is
stabilized,  he or she is taken  off  evaluation  status  after  three
 days.
Offenders  with mental  illness  are housed with  the  general  population
while  awaxting  court  hearings  and  court-ordered  testing.  Offenders
exhibiting  disruptive  behavior  may  be  moved  to  a unit  segregated
from the general population,  where  they  can  be  observed  on  a 24-
hour basis by jail staff.  All offenders  receive,  a medical  assessment
after  14 days, which is usually  completed  within  seven  days.
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with  misdemeanors  or gross  misdemeanors lead to dismissal of
charges  by  the  criminal  court  and referral  to mental health court.
Felony  cases  are retained  by the criminal  court.  Felons classified  as
Mentally  Ill and Dangerous  (MI&D)  are sentenced  to treatment  for a
minimum  of three  years  before  returning  to court  for reevaluation.
Defense  attorneys  often  choose to  circumvent  the mental health
process  when  they  believe  their  client  will  serve  less time  in the
criminal  )ustice  system  than  in  the  involuntary  mental health  sys-
tem.  The  misdemeanant  offender  is in that  category,  as is the felony
offender  for  whom  the  insamty  defense  would  be difficult  to prove
and his  or her case  may  be plea bargained  to a lesser  charge  with  a
lower  sentence.
Unlike  the  mental  health  system  that  is  moving  rapidly  from
institutionalization  to  community  residential  placement  and  treat-
ment.  the  criminal  justice  system  has  been  moving  away  from
commumty  corrections,  which  includes  diversion.  probation  and
parole  in  community  residential  treatment  facilities,  to  institutional
incarceration.  The  few  community  adult  programs  that  exist  focus  on
sex  offenses,  chemical  addiction,  or  provide  supervisory  residency  in
halfway  houses  after  release  from  prison.  There  are  no  community
corrections  programs  that  focus  on  the  mentally  ill  offender.  If
community  correction  personnel  suspect  or  are  aware  that  an  offend-
cr may  have  a mental  illness.  a Rule  20 assessment  will  be  rcquested
if not  previously  done.
Offenders  with  mental  illness  are  accepted  by  a few  mental
health  Rule  36 residential  programs,  but  many  of the  facilities  are
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Task  Force  Report,  August  1995.  The task  force,  stakeholders  repre-
senting  the  county's  mental  health  and criminal  )ustice  systems,  was
appointed  by  the  county's  Board  of Commissioners  to study  and
make  recommendations  on  housing  and related  services  for  offend-
ers  with  mental  illness.  The  study  was part  of  the planning  process
for  a new  jail,  the Hennepin  County  Public  Safety  Facility.
Public  policy  and  procedures  regarding  offenders  with  mental
illness  in  the  county  appear  to  be fragmented  and covert,  as evi-
denced  in  documents  reviewed  for  this  study.  The  Hennepin  County
Detention  Population  Mental  Health  Task  Force  Report,  August  1995
addresses  service  needs  for  persons  with  mental  illness  in  the  newly
planned  Hennepin  County  Public  Safety  Facility  (jail)  and was  one  of
the  documents  reviewed  for  this  research.
The  county's  Adult  Services'  Department,  Mental  Health
Division's,  Five  Year  Plan,  acknowledges  recognition  of the  national
data that suggest  an  increase  of persons  with  mental  illness  in  the
criminal  justice  system  and states  that  the  issue  will  continue  to  be
discussed  by  the  Roundtable,  an  informal  group  of representatives
from  the county's  mental  health  services  and the  Minneapolis  police
that meet monthly.  The Task Force Recommendations  and Five  Year
Plan are discussed  later  in  this  chapter.
Overt  and covert  procedures  were  analyzed.  It  appears  that
overt  procedures  follow  mental  health  and  criminal  law,  implement-
cd by the courts  and agencies,  and form  the  substantive  base  for
decision  making.  This  analysis  constitutes  a proposal  for develop-
ment  by the county  mental  health  and criminal  )usfice  systems.
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illness  by  diagnoses  in either  the Adult  Detention  Center  (jail)  or
Adult  Corrections  Facility  (workhouse).  The  lack  of  data  that
identifies  inmates  by  specific  special  needs  makes  research  and
planning  difficult.
However,  data  from  the  Detention  Population  Mental  Health
Task  Force  Report,  collected  daily  at the Adult  Detention  Center  (ADC)
from  March  20,  1995,  through  April  30,  1995,  indicate  that  between
1.5%  and 7% of the  164 booked  had an  identified  mental  illness  and,
of the  107 total  popuiation  within  the ADC,  between  0 and  1.5% had
an  identified  mental  illness.  The  jail  popuiation  has  continued  to  rise
since  that  period,  along  with  verbal  reports  that  the  number  of
special  needs  offenders  has  increased  also.  At the  county's  Board  of
Commissioner's  Meeting  June  23,  1998,  attended  by  this  researcher,
jail  overcrowding  was  reported  by  the  Hennepin  County  Sheriff's
Officc  to  be  a serious  problem.
The diagnoses  that  are the  foci  of this  analysis  are  schizo-
phrcnia,  schizoaffcctivc,  clinical  depression,  and bipolar,  all  of which
are DSM-{V  Axis  I disorders.  Other  medical  and psychiatric  dis-
orders,  including  Axis  II  personality  disorders,  mental  retardation,
traumatic  brain  injury,  and  substance-related  disorders  are  not  the
foci  of  this analysis,  but are highly  prevalent  among  jail  and prison
populations  (Pepper  & Massaro,  1992).  This  analysis  does  not
address  causal  theories  of  either  mental  illncss  or  criminal  behavior.
The offenders  with  mental  illness  that  are  the  foci  of  this
analysis  are  misdemcanants.  gross  misdemeanants,  and  felons  whose
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system.  Although  deinstitutionalization  has  been  identified  as the
primary  contributing  factor,  another  plausible  primary  contributing
factor  may  be  the lack  of  sufficient  community  mental  health  pro-
grams  and  community  support  to  provide  necessary  and adequate
care  for  persons  transferred  from  the  state  hospitals  to  the commu-
mty  (Becker,  1993;  Fellin,  1996,  p.  70).
The  transfer  of care  and fiscal  responsibility  to  correctional
'facilities,  transinstitutionalization,  may  occur  as a result  of other
unprepared  community  institutions,  whether  in  case  management,
community  support  programs,  housing  services,  shelters,  nursing
homes,  or residential  programs.  The  lack  of preparation  to care  for
persons  with  serious  and  persistent  mental  illness  who  exhibit
deviant  or violent  behaviors  may  be  limited  by  finances,  goal
orientation  of agencies,  personnel,  or  community  support.  Persons
with  mental  illness  rejected  from  community  programs,  families,  and
housing  options  because  of  behaviors  related  to  their  mental  illness
may  find  themselves  on  the  streets,  in jail,  or caught  in  the  rcvolving
hospital  door  (Brennan,  et al., 1986;  Teplin,  1984:  Torrey,  1988,  p.
177).
An underlying  dynamic,  on  an  individual  level,  may  be  holding
the person  with  mental  illness  responsible  for  his  or her behaviors
without  considering  environmental  factors  that  lead  to  reactance.
Reactance  is a normal  response  to  an  environmental  situation  in
which  a person  experiences  a "threat  of loss  of valued  freedoms"
(Rooney,  1992, p.  130).  On a societal  level,  other  dynamics  are the
complexities  of mental  health  law and criminal  law  (e.g.,  competency,
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(Hennepin  County  Mental  Health  Management  Team,  1996).
Solutions  to  multi-systems  problems  by  inter-agency  integration  and
cross  trainmg  are  expanded  in  the  Discussion  chapter  (Dvoskin,  1992;
Pepper,  Albert,  & Ryglewicz,  1993).
Other  issues  relating  to  offenders  with  mental  illness  are  (a)
the  punitive  retribution  model,  rather  than  rehabilitative  treatment,
that  currently  pervades  the  criminal  justice  system  is  not  compatible
with  stabilization  of offenders  with  mental  illness,  and (b)  offenders
with  mental  illness  carry  the  double  status  stigmata  of mentally  ill
and criminal  that  makes  transition  back  to  the  community  more
difficult.
Offenders  with  mental  illness  share  the  same  community
problems  as other  persons  with  mental  illness:  (a)  lack  of housing
options,  (b) social  isolation,  (c) transportation  needs,  and (d)  skill
development to improve  their  independent  living  quality  of life  and
chance for success  (Torrey,  1988, p. 210).  Programs  compete  for
limited resources.  The supply  is  unable  to  meet  the  demand.
Offenders with mental  illness  may be the  least  valued  and  under-
stood by society as a whole and are often  not able to advocate  for
themselves as well as other,  more visible,  mental  health  consumers,
and their  needs  become  lower  priority.
Social welfare funding  reductions  at the  federal  level  has
forced reductions at the  state level  and  transferred  more  responsi-
bility  to the counties  and communities.  Programs  and services
depend upon funding (Teplin,  1984).  Competition  for available
funds is high.  Which programs  receive  funding  and which  do  not
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drawn  to  a subject  with  which  they  do not  want  to be associated  and
which  contributes  to  society's  covert  fears.  Within  the  criminal
)ustice  system,  conflicting  political  forces  influence  the  definition  of
crime,  discretionary  decisions  on  which  laws  will  abe enforced,  arrest
and  sentencing  options,  and  community  versus  institutional  correc-
tions  policies.
The  following  mission  statements  are  representative  of values
held  by  those  institutions  and show  the  presence  of  conflicting  values
and objectives:  (a) The  County  Board:  "The  Mission  of  Hennepin
County  is to enhance  the lives  and communities  of its citizens  in  ways
that  are  compassionate,  respectful,  ethical,  innovative  and  cost-
effective.  (Hennepin  County  Department  of Community  Corrections,
1997, p. 11); (b) The Department  of Community  Corrections:  "Promot-
mg  community  safety  and offender  responsibility.  (Hennepin  County
Department  of Community  Corrections,  1997,  p.  13); and (c) The
Adult  Services  Department,  Mental  Health  Division:  "The  mission  of
the Mental  Health  Division  (MHD)  is to improve  the  functioning  level
and independence  of persons  with  mental  illness  through  the
provision  of comprehensive,  community-based  services,  developed  in
collaboration  with  the community.  (Hennepin  County  Mental  Health
Management  Team,  1996,  p.  1).
In the county,  persons  with  mental  illness  who  have  committed
serious  felony  offenses  as a result  of their  mental  illness  are  directed
by the court  to Mental  Health  Court  for  a Rule  20 commitment
assessment  and, if found  to be  mentally  ill  and dangerous  (MI&D),
sent to the security  hospital  at St. Peter,  Minnesota.  for  treatment.
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County  1987 Pre-Admission  Diversion  of "Special  Needs" Prisoners: A
Feasibility  Study  (Long,  Dobmeyer,  & Miller,  1987), the 1995
Detention  Population  Mental  Health  Task Force  Report,  and 
Adult  Services  Department,  Mental  Health  Division,  Five  Year Plan
are  given  in  the  Discussion  chapter.
In  lieu  of  the  absence  of  substantive  overt  policy  and proce-
dures  for  of'fenders  with  mental  illness  in  the county,  this  limited
policy  analysis  includes  Aiternative  Options  for  consideration  by
decision  makers  for  future  substantive  policy  and procedures.  The
alternatives  focus  on  community  programmmg  that  diverts  offenders
with  mental  illness  from  the  criminal  )ustxce  system  to  the  mental
health  system.  The  Alternative  Options  are  presented  in  the
Discussion  chapter  and  are  followed  by  the  remammg  portions  of the
limited  policy  analysis:  Approach  to  Problem,  Implementation,  and
Evaluation.
Results  of  Secondary  Empirical  Research.
The  units  of  analysis  were  selected  to  answer  the  research
question:  Has deinstitutionalization  led to  an  increase  of  offenders
with mental  illness  in  the county's  criminal  )ustice  system?
Data identifying  offenders  as  mentally  ill were  not  available.  This
research  is based on the premise  that if jail  bookings  decrease  and
hospital  psychiatric  unit  admissions  increase,  persons  with  mental
illness  may be diverted  from  the  criminal  )usticc  system  into  the
mental  health system,  and if jail  bookings  increase  and psychiatric
unit admissions  decrease,  offenders  with  mental  illness  may  be
transinstitutionalized  from  the  mental  health  system  to  the  criminal
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psychiatric  unit  admissions.  The positive  correlation  (r  =  66, p
.225)  between  daily  average  in-custody  and hospital  psychiatric  unit
admissions,  controlling  for population  change,  does  not meet  the
requirements  for  statistical  significance,  but  suggests  that  after  being
booked  in  jail,  movement  or  transfer  to  the  hospital  psychiatric  unit
is  minimal.
The  county  population  remained  relatively  stable,  with  an
increase  of 105,000  between  1985 and  1997.  The  daily  average
in-custody  jail  population  more  than  doubled  between  1985  and
1997.  In  comparison,  the  hospital  psychiatric  unit  admissions  were
less  than  double.  Reasons  for  this  difference  cannot  be  ascertained,
but may  be explained  by  increased  psychiatric  care  within  the jail
facility.  Possible  explanations  for these  findings  will  be  presented  in
the  Discussion  chapter.
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double  increase  in  hospital  psychiatric  unit  admissions  during  the
same  period  may  indicate  that  persons  who  may  have  been  refened
to  the hospital  for  admission  are instead  being  housed  in the jail.
The  difficulty  in  identifying  100 percent  of those  offenders  with
mental  illness  is  due  to jail  overcrowdedness  and the  difficulty  in
differentiating  between  dually-diagnosed  mentally  ill  and  chemically
dependent  (MI/CD)  offenders  and  chemically  dependent  (CD)
offenders  with  substance  abuse  psychosis.
The  county's  Mental  Health  Task  Force  Report  (Jail  Study)
acknowledges  the  problem  of offenders  with  mental  illness  in  the
criminal  )ustice  system.  but,  based  on  1995  Task  Force  findings,
recommends  that  additional  programming  is  not  needed.  The  Task
Force  reports  that the  scope  of  the problem  in  the  county  is  too  small
to efficiently  utilize  additional  services,  and the  problem  is  being
managed  sufficiently.
The Task  Force  study,  based  on  data  collected  between  March
20,  1995,  and  April  30,  1995,  reports  the  number  for  booked
offenders  with  mental  illness  to  be  between  1.5 percent  and  7 per-
cent  of  the total  5,434  population  booked.  The  range  between  the
two  percentages  is  6.5 perccnt,  which  is  a significant  difference
between  the low  and high  possible  percentage  of  jail  bookings  of
persons  with  mental  illness.  More  importantly,  although  the  num-
bers appear  to be small,  ranging  from  a high  of 10 to a low  of  O for
misdemeanor  inmates  with  mental  illness  history  who  were  released
daily  between  March  20,  1995,  and April  30,  1995,  the  total
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Pepper  (1995),  Steadman  (1992),  Whitmer  (1983)  and  numerous
other  researchers  discussed  in  the  literature  review  for  this  study.
Court  data  collection  was  beyond  the  scope  of  this  research,  and
court  disposition  data  are  necessary  to  assess  alternatives  available
to  the  courts  in  scntencing  offenders  with  mental  illness  to  commu-
nity  programs  when  appropriate  instead  of  incarceration.  Sentencing
alternatives  not  only  depend  upon  legal  standards,  but  upon  avail-
able  community  placements  (Steadman,  1992)
Conflict  is  inherent  in policy  choice,  and government  carries  out
the  selective  preferance  of the  governed  through  the  political  process
(Baumgartner,  1998:  Brown  & Stockdill,  1972;  Fellin,  1996).  Conflict
exists  between  the  conclusions  of  the  1987  Feasibility  Study  on
recommendations  in  the  1995  Task"special  needs"  prisoners  and  the
Force  Report  (Jail  Study).  The  Feasibility
days  in  late  March  and  early  April  1986)
Study  (conducted  for  six
concluded  that:
The  number  of  special  needs  prisoners  in  the  current  Jail
population  appears  to  be substantial  More  than  30%  of  the
persons  admitted  to  the  Jail  during  the  study  period  had  a
reported  history  of  chemical  or  mental  health  problems....The
prohlem,  however,  is  not  one  of  identification.  It  is
one  of' disposition.  (Long,  Dobmeyer.  &  Miller.  1987.  p.  8).
Although  specific  outcomes  by  the  Mental  Health/Minneapolis
Police  Department  Roundtable  have  not  been  identified  in  this  study,
based  on  this  researcher's  attendance  at  one  Roundtable  meeting,
an  assumption  is  made  that  improvements  within  the  mental  health
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of Crime  in  a Free  Society,  was published  in  1965,  the conclusions
were  similar  to  the  recommendations  of the  1929  Wickersham
Commission  report  under  President  Herbert  Hoover's  administration,
which  indicated  that  conditions  had not changed  much  during  the
36-year  span.  A question  proposed  is:  How  long  will  it take the
county  to  implement  the  Advisory  Council's  recommendations  on
data  collection?  Implementation  of the  data  collection  recommenda-
tions  would  make  needs  assessment  and planning  possible.
Lastly,  a conflict  exists  between  the  recommendations  of  the
county's  Detention  Population  Mental  Health  Task  Force  Report,
August  1995,  and the  Alliance  for  the  Mentally  Ill of Minnesota's
(AMI-MN)  1998  legislative  priorities  (Johnson,  'I'.,  1998).  The  AMI-
MN  recommends  set-aside  areas  in  prisons  and jails  for  persons  with
special  needs  so  they  may  have  a choice  between  being  housed  with
the  general  population  or  within  a more  protective  special  needs  unit
(Johnson,  T'..  1998).  The  Task  Force  recommends  that "No  separate
inpaticnt  facility  should  be  constructed  for  psychiatric  patients
within  the  new  Public  Safety  Facility,  and, further,  found  that
"Although  some  inmates  with  mental  health  problems  were  there
[jaill  because  of behavior  attributable  to mental  illness,  it was still
felt  that  jail  may  be  the  most  cost  effective  and  clinically  appropriate
housing  for  them.  (Hennepin  County  Mental  Health  Task  Force,  1995,
p.  2).
Interviews  revealed  that  an  mcreasing  number  of offenders
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occurred  in the county,  as well,  although  this conclusion  is not
sub  stantiated.
During  the  mid-twentieth  century,  bad people  went  to  pnson
and people  with  mental  illness  went  to  the  state  hospital  (Johnson,
A., 1990,  p.  158).  It has become  less clear  who  is bad, and who  has a
mental  illness  (Johnson,  A.).  The bad and the ill  both  exhibit  unac-
ceptable  behavior  that challenge  society's  norms  and values.  As  a
result,  both  are ending  up in the same places-jails  and prisons.
An  argument  can  be  made that  the  persons  with  mental  illness
in the criminal  )ustice  system  are both  bad and ill.  Bad (criminal)
behavior  has  occurred  or they  wouldn't  be  there.  That  argument
does not explain  the large  increase  in persons  with  mental  illness  in
jails  and prisons  and the  apparent  coincidence  that  the  increase
corresponds  with  the  large  decrease  in  state  hospitals  (Bonovitz  &
Bonovitz,  1998:  Morrissey  & Goldman,  1984:  Nash & Argyle,  1984;
Pogrebin  & Poole,  1986:  Shenson,  Dubler,  & Michaels.  1990:  Torrcy,
et al., 1992:  Toch  & Adam,  1987).  And  further,  many  of  those
arrested  in  the  community  have  an  untreated  substance  abuse
disorder  in addition  to a mental  illness  (Abram  & Teplin,  1991:
Barry,  1992;  Lehman  & Dixon,  1995;  Pepper,  Albert,  & Ryglewicz,
1992:  Pepper  & Massaro.  1992).  Nor  does it explain  that many  of
those arrested  are  homeless  or  temporarily  housed  in  shelters  or
transitional  group  homes  (Champlain  & Herr,  1995:  Dixon  & Osher,
1995;  Torrey,  1988.  Once they are removed  from  society's  sight,
they are out of mind  (Johnson,  A., 1990,  p. xxiii;  Morris,  1982).
Deinstitutionalization  created  a community  problem:  what  to  do
125
probation,  social  work,  psychology,  psychiatry,  case  management,
advocacy,  nursing,  and  chemical  dependency  (Pepper).
The  CCPT  has legal  control  over  clients  assigned  to it by the
courts.  The  legal  control  may  be a condition  of  probation,  parole,
stay  of commitment,  dual  commitment  to  regional  treatment  center
(RTC)  and community  facility,  or provisional  discharge.  The  CCPT
supervises  the  client  wherever  the  client  is:  jail,  hospital,  home,  or
community  facility,  similar  to  Adult  Protection's  supervision  of
clients  classified  as MI&D.  Forensic  and chemical  dependency  issues
of  offenders  with  mental  illness  would  be  addressed  by  the CCPT  and
mandated  outpatient  services.  Psychosocial  treatment  would  be
included,  also.  The  model  can be  used by  a residential  community
program  for  mental  illness,  chemical  dependency,  and  forensic  clients
and  by  nonresidential  case  management  services.
The  strength  of  the CCPS  is  that  it provides  a new  model,
subjcct  to  pilot  testing,  with  a primary  focus  on  the  mcreasing
number  of offenders  classified  as MI/CD.  The  model  would  reduce
the jail,  workhouse,  and  prison  populations,  while  addressing  the
needs  of clients  with  mental  illness  in  a more  appropriate  and
humane  way.  Model  objectives  are  integration  into  the  community
and protection  of society.  Because  costs  occur  primarily  at  the
community  rather  than  institutional  level,  overall  long-term  cost
reduction  may  be  possible  and would  balance  start-up  costs.  The
primary  weaknesses  are  that  it is  a new  model  that  needs  to  be pilot
tested  and the  population  served  is  one  for  which  successful  out-
comes  are  difficult  to  achieve.
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The  strengths  of the  three  alternatives  above  are  overall  well-
being  and  stabilization  of offenders  with  mental  illness,  which
improves  their  circumstances  of living  and reintegration  into  the
community,  and  increasing  public  safety.  Offenders  with  mental
illness  do  not become  the  forgotten  mentally  ill because  they  are  in
the  criminal  )ustice  system.  Jail  and workhouse  populations  will  be
reduced.  The  weaknesses  are  increased  initial  cost  for  implementa-
tion  and  increased  hospital  costs  in  transferring  offenders  with
mental  illness  to  the  hospital  sooner,  instead  of holding  them  in jail
while  they  wait  for  Prepetition  Screening  services  and  court
hearings.  The  cost-benefit  is  balanced  by  Homo  sapiens  becoming
Homo  ethicus  instead  of  Homo  economicus,  terms  used  by  M. Scott
Peck in the Forward  to Hunter  Lewis'  A 0uestion  of Values (Lewis,
1991,  p.  x).
Approach  to problem.  At the  macro  level,  the  problem  of
inadequate  community  services  to  meet  the  needs  of deinstitutional-
ized mentally  ill is  a funding  problem.  Unless  federal  resources
sufficiently  supplement  state  and  local  resources,  community
services  will  fail  and the  deinstitutionalized  mentally  ill  will  continue
the  revolving  door  of homelessness,  decompensation,  rehospitali-
zation  and  transinstitutionalization  into  shelters,  nursing  homes,  and
the  criminal  justice  system  (Teplin,  1984;  Torrey,  1988,  p.  215).
The  risk  will  be greater  for  troublesome  nusiance  behaviors,  increase
in crime  and violence,  and long-term  increased  cost.  Recognition  of
the needs of low-income  persons  at the  margins  of society  for
adequate  health  care,  food,  and  shelter,  and  the  connection  between
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of resources  for  imtiating  cooperative  and collaborative  efforts  by
the Adult  Services  Mental  Health  and Chemical  Health  Divisions  and
Department  of Community  Corrections  to  find  humane  and  thera-
peutic  solutions  to  the  problem  of offenders  with  mental  illness  in
the criminal  )ustice  system,  and, at the  same  time,  make  protection  of
the  public  and  cost  effectiveness  high  prionties.
Evaluation.  A  computer  database  system  would  follow
offenders  with  mental  illness,  as well  as other  mental  health  case
management  clients,  through  the  system  to  track  and  measure
outcome  objectives.  Data  are needed  to  assess  results  of  regional
treatment  center  downsizing  and  transfer  of persons  with  mental
illness  to  community  resources.  Data  on  offenders  with  mental
illness  released  to  the  community,  with  fo]low-up  on  their  referrals
to community  programs,  will  be  helpful  for  future  planning  efforts.
Based  on  national  research,  increases  in  persons  with  mental
illness  in  the  criminal  )usticc  system  and in  homelessness  are  latent
conscquenccs  of the  national  deinstitutionalization  policy.  Therefore,
two  latent  consequenccs  of Minnesota's  deinstitutionalization  process
may be  increases  in  homelessness  and involvement  in  the  criminal
)usttce  system  by persons  with  mental  illness  in  the  county.  If suf-
ficient  community  supports  are  provided,  these  latent  consequences
may be prevented.  An  increase  in  community  mental  health  pro-
gramrmng  costs  may  be  an  unexpected  consequence  of state  institu-
tional  downsizing,  along  with  increased  community  and  county
hospital  costs  and crisis  center  costs.
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Perlin  (1994)  discusses  the  need for  adequate  transitional
treatment  and care  for persons  with  mental  illness  discharged  to  the
community  after  confinement.  Case  management  after  jail  release
and assistance  with  housing  needs  are  recommended  by  Champlain
and Herr  (1995),  Dixon  and Osher  (1995),  and Solomon  and Draine
(1995).  The problems  associated  with  using  jails  for offenders  with
mental  illness  are discussed  by  Jerrell  and Komisaruk  (1991)  and
Kalinich,  Embert,  and  Senese  (1991).
Boone  (1995)  discusses  agency  and  departmental  turf  issues
as barriers  to overcome  iF multi-system  approaches  are  to  be
implemented.  Boone  (1995)  also discusses  the problem  of lack  of
identification  of offenders  with  mental  illness  in  probation  and  the
need for  better  data  management  that  includes  identification  of
offenders  with  mental  illness  for  assessment  and  program  planning.
The use of boundary  spanners  is discussed  by  Steadman  (1992)
and Whitmer  (1983).  Brennan,  Gedrich,  Jacoby,  Tardy,  and Tyson
(1986)  support  the concept  of using  boundary  spanncrs  for  forensic
social  work  to bridge  the criminal  )ustice  and mental  health  systems.
Lamb  and Mills  (1986)  and Lamb  and Peele  (1984)  emphasize
the xmportance  of providing  asylum  for persons  with  mental  illness,
whether  in the community  or an institution.  Dvoskin  (1992)  and
Pepper,  Albert,  and Massaro  (1992)  discuss  the  identification  of
multi-needs  clients  and the need for  a multi-system  approach  and
cross-train  in  g.
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replace,  not  remove,  the  needed  services  that  were  formerly
provided  by  state  mental  hospitals.
4.  Cross-training  and  a multi-system  approach  to  serve  dually-
diagnosed  clients  need  development.
5.  Societal  and individual  values  that  increase  the  ability  of
families  and communities  to  manage  the  care  of persons  with  mental
illness,  including  orgamzation  for  political  advocacy,  need  clarifying.
6. Long-range  continuity  of mental  health  services  needs  to  be
provided  under  managed  care,  with  the  treatment  of both  persons
with  acute  and  chronic  mental  i]lnesses  being  adequately  covered.
7.  Changes  in  mental  health  and criminal  laws  that  are
therapeutically  jurisprudent  need  implementation.
These  changes  are  relevant  for  the  continuing  care  of persons
with  mental  illness  in  the  community  within  Hennepin  County.  Jails,
prisons,  and  hospitals  are  part  of the  community.
Recommended  policy  changes  based  on  this  research,  which
includc  interviews  and  examination  of documents  (see  Appendixes  A
and B) and quantitative  data  on jail  bookings,  in-custody,  and
hospital  psychiatric  unit  admissions,  are  directed  at  changing  the  two
unexpected  findings  of this  study:  (a)  lack  of community
divcrsio'nary  alternatives  to  incarceration  and  (b)  lack  of  jail  and
workhouse  data  that  identify  the  number  of offenders  with  mental
illness  within  those  facilities. Recommendations  include:
1. Improve  data  management  that  identifies  offenders  with
mental  illness  in  the jail  and workhouse.
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police,  courts,  and  crisis  intervention  variables,  and (d)  time  and
process  constraints  of  a nonfunded  study  conducted  by  a sole
researcher.
Implications  for  social  work  practice.
Using  boundary  spanners  (persons  who  interface  with  two  of
more  systems)  to bridge  these  two  systems  may  be  a way  of
accomplishing  the  goals  of  (a)  humane  treatment,  (b)  reducing  long-
term  costs,  and  (c)  decreasing  the  revolving  door  syndrome
(Brennan,  et  al.,  1986;  Steadman,  1992;  Whitmer,  1983).  Boundary
spanner  role  implications  for  public  policy  include  (l)  identification
of  offenders  with  mental  illness  at jail  booking  and transfer  to
mental  health  facility,  (2)  expansion  of the  boundary  spanner  role  for
social  workers  within  the  court  system  to  intersect  with  the  mental
health  and  criminal  )ustice  systems,  (3)  expansion  of community  and
institutional  treatment  alternatives  for  offenders  with  mental  illness,
and  (4)  increasing  government  support  for  the  related  issues  of
chemical  dependency  and  homelessness.
Beyond  the  cost-benefit  clarification,  in  the  spirit  of  Dorothea
Dix  and  other  reformers  who  worked  to  remove  persons  with  mental
illness  from  jails  and prisons,  the  boundary  spanners'  role  can
provide  a mechanism  for  a social  )ustice  solution  to  the  moral  prob-
lem  of punishing  offenders  with  mental  illness  for  their  illnesses.
Boundary  spanners  can  serve  as  case  managers  for  offenders  with
mental  illness  in  the  community  and  pcrform  prevention  and
aftercare  functions.
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and the  following  paths:  jail  bookings,  crisis  intervention,  hospital-
ization,  court  dispositions,  and  discharge/release  follow-up  are
areas  that  need further  study  for  contribution  of knowledge  about
the  systems'  operations  and  effectiveness.
Other  areas  for  future  social  science  researchers  to  explore  are
the  cost-benefit  of boundary  spanners,  especially  in  relation  to
revolving  door  expenses  of rehospitalizations,  court  and police  costs
in  time  and money,  and clarification  of cost  shifting  between  the
mental  health  system  and  the  correctional  system.
Conclusions.
As  deinstitutionalization  of large,  state  mental  hospitals
continues  in  the  1990s  and  the  twenty-first  century,  awareness
of the  latent  consequences  of homelessness  and  criminalization
of persons  with  mental  illness  that  occurred  during  the  1970s
and  1980s  because  of inadequate  community  supports  cannot
be  forgotten  or  ignored.  Mistakes  from  the  past,  which  include
inadequate  community  program  funding  and  systems'  operation
deficiencies,  need to  be  identified  and provisions  made  to  insure
they  are not repeated.  Humanitarian  values  need  to  be  included
and  prioritizcd  equally  with  fiscal  considcrations.
Societal  values.  opcrationalizcd  by  public  policies  and  laws,
need to  surface  for  identification,  clarification,  and  evaluation.
Conflicting  values,  priorities,  and  unintcnded  consequences  (e.g.,
transinstitutionalization)  need  to  be  examined  in  relation  to  intended
goals.  objectives.  and  outcomes.
139
because  they  do  not  provide  treatment  and cure....We  have
used  this  charged  phrase  in our  work...because  it forces  the
reader  to  confront  these  sharply  different  visions  of the  future.
(LaFond  & Durham,  1992,  p. ix)
Mental  health  policy  in  the  twenty-first  century  needs  to
include  asylum  for  offenders  with  mental  illness  in  hospitals  and
community  diversion  programs  primarily  and  only  secondarily  in
jails  and prisons  when  required  by  law  or necessity  because  of  a lack
of  available  alternatives.  Jails  and pnsons  can  create  asylum  for
offenders  with  mental  illness  by  deveioping  special  needs  units  that
provide  care  comparable  to  that  for  persons  with  mental  illness  in
the  community.
The  history  of  mental  health  policy  has  been  a )ourney
between  two  extremes-confinement  in  a mental  hospital
versus  Jiving  in  the community....Knowledge  of  the  past  may
not  offer  a prescription  for  the  future,  but  it  can  yield  insights
that  provide  a context  in  which  to  evaluate  contemporary
policies  and  issues  (Grob,  1994,  p. 3).
Society  needs  to  rethink  its  values  and decide  ir it wants
persons  with  mental  illness,  some  of  whom  become  offenders,  in
the  community,  hospitals,  or jails  and prisons.  Family  members,
consumers,  dedicated  service  providers,  and  advocates  with  the
fervor  of  Dorothea  Dix  will  need  to combine  forces  to reach  their
mutual  goals  and objectives  for  a humane  and )ust  mental  health
system  that  provides  For all persons  with  mental  illness,  not  )ust  the
less problematic.
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prior  to  interview.
with  a representative  from  the  county  Adult
A  phone  request  and introductory  letter  sent
1. What  are the roles  of  the Forensic  Unit  of Adult  Protection
regarding  case  management  and court  services  for mentally  ill
offenders  ?
2.  What  are  the  policies  and procedures  regarding  mentally  ill
offenders  in  Hennepin  County?
3. Will  you  explain  the  mental  health  and criminal  justice  systems
relative  to  your  department's  invo]vement  with  mentally  ill
offenders,  including  intakes.  discharges,  and  recommendations
for  the  court?
4. What  community  diversionary  programs  cxist  for  mentally  ill
offenders  ?
5. Is  your  department  involved  with  mentally  ill  offenders  within
a corrections  facility  or within  a mental  health  facility?  If  so,
will  you  explain?
6- Is  court  disposition  of  mentally  ill  offenders  intluenced  by
available  treatment  options  in  the  community  and  options
within  institutions  appropriate  for  the  offender  and  for  the
safety  of the  community?
7.  In  your  opinion,  are  more  community  options  needed  and,  if  so,
what  would  they  look  like?
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INTERVIEW  QUESTIONS
Interview  conducted  with  a representative  from  the county
Department  of Community  Corrections.  A phone  request  and
introductory  letter  sent  prior  to  interview.
Interview  Questions  for  Community  Corrections  Interview
1. What  are  the  roles  of  Adult  Probation  Investigation  and
Supervision  regarding  case  management  and court  services  for
mentally  ill  offenders?
2.  What  are  the  policies  and procedures  regarding  mentally  ill
offenders  in  Hennepin  County?
3. Will  you  explain  the  mental  health  and  criminal  justice  systems
relative  to  your  department's  involvement  with  mentally  ill
offenders,  including  intakes,  discharges  and  recommendations
for  the  court?
4. What  community  diversionary  programs  cxist  for  mentally  ill
offenders?
5. Is  your  department  involved  with  mentally  ill  offenders  within
a corrections  Facility  or within  a mental  health  facility?  ff  so,
will  you  explain?
6. Is  court  disposition  of  mentally  ill  offenders  influenced  by
available  treatment  options  in  the  community  and  options
within  institutions  appropriate  for  the  offender  and  for  the
safety  of'  the  community?
7.  In your  opinion,  are  more  community  options  needed  and,  if  so,
what  would  they  look  like?
(I am  primarily  interested  in  offenders  with  one  of the  three  major
Axis  I diagnoses:  bi-polar,  clinical  depression,  or  schizophrenia.  I am
not  including  sex  offenders  or  psychopathic  personalities  nor  Axis  II
personality  disorders.)
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April  10,  1998
Hennepin  County  Sheriff's  Department
Jail  Records  Division
City  Hall
350  South  Fifth  Street
Minneapolis,  MN  55415
Dear  Sir/Madam:
I am  working  on  a master's  thesis  at Augsburg  College  this
spting  and need  some  aggregate  numeral  data  for  my  research.  S am
using  a model  by  Palermo,  Smith  & Liska  in  1991  in  Milwaukee
County  (Wisconsin)  where  they  statistically  measure  the  number  of
adult  arrests  at the  jail  with  the  number  of  psych  unit  admissions  at
the  Milwaukee  County  Medical  Complex.  I hope  to get data  from
Hennepin  County  Jail  and HCMC  for  comparison.
I hope  you  arc  able  to  supply  the  above  information  or tell  me
how  I may  obtain  it.  If  you  have  any  questions,  please  call  me at




Augsburg  MSW  Student
Appendix  B
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The  following  Documents  Examined  are listed  in References:
Five  Year  Plan  (county  Mental  Health  Division)
Mental  Health  Advisory  Council  Recommendations
to Task  Force
Task  Force  Recommendations  (jail  study)
Feasibility  Study  (county  jail)
Department  of Corrections'  Mental  Health  Survey  results  are
included  in  Appendix  B.
Minnesota  D.O.C.  Mental  Health  Survey  - conducted
10/15/97  (state  prisons)




























































































































































Fairbault  Minnesola  Currection  Facility  (MCF)  Inadequate-vulnerable  =
FRB = Fairbault/MCF  Special  Needs:  MR, TBI,  etc.
LL =  Lino  Lakes/MCF
WR/ML = Willow River/MCF  Acute  & Chronic  Mood =  Mood
OPH =  Oak Park Heights/MCF  Disorder
SCL =  St. Cloud/MCF
STW = Stillwater/MCF  Acute  & Chronic  Thuughl
SHK xi Shakuptie/MCF  Thntiylit  I)isiirtlprs
